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Civil Defence 
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Director 
Division of Environmental Management 
Provincial Department of Health and Welfare 
Victoria, British Columbia 


E have all heard a great deal about civil defence during the past few years. 

So much of it has seemed of little value in assisting us to organize for the 
disaster which we might expect at any time. I am sure many of us automatically 
close our minds and ears to further word of civil defence because of that reason. 
Many of us now expect that nothing else can be done about civil defence. 

This is not true. I will summarize for you what has been done and what the 
plans are for the future. 

We cannot expect a smooth path to the development of organization of civil 
defence because of the tremendous number of variables with which we have to 
deal. 

Organization for civil defence might be looked on as an attempt to integrate 
all the basic services of our present-day society in a way that has never been 
considered before. The fact that we are attempting to do this is sufficient cause 
to expend our efforts in this field, for it must surely result in more understanding 
of all these services—their adequacy to meet our everyday needs as well as those 
of stress, their economical operation, their dependency on each other. Most 
important, it provides a measurement of ourselves and our place in this demo- 
cratic national society. 

In everything one does, one should take time to evaluate one’s work. This 
program of civil defence constitutes the evaluation of our national social resources 
on a tremendous scale. 


If we wish to view civil defence only from the standpoint of organizing for 


a war-evoked disaster, we may safely make seven assumptions that will stir up 
the most apathetic among us. 


ecco 


_ Presented at the annual meeting of the British Columbia Public Health Institute, held 
in Victoria April 14, 1952. 
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(1) We have potential enemies and they can attack us and our cities. Many 
thousands of our citizens can be killed or wounded. Our public utilities such 
as sewage and water systems can be destroyed. Many of our health workers 
can be incapacitated in a disaster. 

(2) Biological warfare is feasible; the attack may be insidious and perhaps 
in the form of sabotage of our food supplies. 

(3) Chemical attack is also a possibility through air and water. 

(4) Target areas can expect little if any warning before attack. 

(5) Responsibility for meeting disaster rests with the individual and with 
community government, although Provincial and Federal governments will be 
required to assist by stockpiling emergency supplies, to be used only when our 
local supplies are exhausted by disaster, and to augment local services when 
necessary. 

(6) Target areas must be prepared to carry on under the most primitive 
conditions. 

(7) The reception or cushion areas or mutual-aid areas in many instances 
have not recognized the part they must play in the civil defence of our nation. 
Some way must be found to impress upon them that the survival of not only our 
target areas, but of our whole nation is dependent upon the support that these 
mutual-aid and reception areas are able to offer in helping to keep our industries 
rolling and producing the tools we need for defence and preservation. 

The above assumptions may paint a rather discouraging picture. They are 
not intended to do so, but they clearly represent the problem which we must 
face and prepare for. 

It is only a modest estimate that we may reduce our casualties by as much as 
50% by being prepared for disaster. 

That is enough for the reason why. Now you may ask, what have we done 
about it? And what are we going to do? A brief review of what we have done 
will show that logical organization principles are being followed and we are now 
reaching the stage where action is increasing in tempo. 

The four levels of responsibility are the Federal Government, the Provincial 
Government, local government, and the individual citizen. 

The Federal Government has placed the responsibility for civil defence with 
the Minister of National Health and Welfare, who has in turn appointed a 
Federal Civil Defence Co-ordinator, Major-General Worthington. The Federal 
Government has undertaken to study civil defence all over the world and to 
work out practical plans which may be instituted in this country. It has also 
appointed the various officers needed to direct these services at a national level. 

At the Provincial level, in British Columbia civil defence has become the 
responsibility of the Provincial Secretary. Under this Minister a Provincial Civil 
Defence Co-ordinator has been appointed to carry out the organization for the 
entire Province. The designation of this officer as a co-ordinator is utilizing 
a good term, for his job is to co-ordinate all the services now available in 
government and elsewhere in such a way that they can be used to their fullest 
capacity in time of disaster. 

The co-ordinator seeks his advice and decisions on policy from a Provincial 
Civil Defence Advisory Council, consisting of the Deputy Minister of Public 
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Works, Deputy Minister of Education, Deputy Minister of Welfare, Deputy 
Minister of Health, the Provincial Fire Marshal, and the Provincial Commissioner 
of Police. The Council is chaired by the Deputy Provincial Secretary and has 
considerable discretionary power. 

The Provincial Civil Defence Co-ordinator, although now having little actual 
authority, may be given supreme authority under Bill 109, The Civil Defence 
Act of British Columbia, should a state of emergency be declared anywhere 
in the Province. This state of emergency would be called by the Lieutenant- 
Governor-in-Council. If this condition is declared, the Civil Defence Co-ordinator 
may conscript any person or commandeer any building, vehicle, supplies or equip- 
ment which he may deem necessary. However, pending the event of disaster, he 
must strive to gain the voluntary organization of these services in the Province 
in order to prepare for disaster. 

The office of the Provincial Civil Defence Co-ordinator now consists of a 
number of full-time employees who carry out the specific functions of this office. 
At the last Civil Defence Council meeting, it was recommended that a full-time 
liaison officer be appointed for the Department of Health. This person will be 
required to act under the direction of the Health Branch in dealing with civil 
defence health service matters. He will provide a direct link between this 
Department and the office of the Civil Defence Co-ordinator, and will, as well, 
be expected to assist materially with the development of civil defence health 
services on a local health level. In that, I mean that he will be able to visit 
specific areas having difficulties, and offer advice to them based on his knowledge 
of what he has observed elsewhere, or bring to us a first-hand knowledge of 
the specific problems which are encountered in civil defence programs. 

At the local level, the Province has been divided into civil defence areas, some 
designated as target areas, some as mobile support and mutual aid areas, and 
others as reception areas. The names of these areas indicate the phase of civil 
defence for which they need to prepare. Each area now has a civil defence co- 
ordinator with regional or municipal responsibility. Some of these officers are 
paid from Provincial funds, some are entirely local, others are paid on a 
Provincial-municipal sharing basis. In every instance they are responsible for 
the whole local civil defence program. 

This local level is where the action of civil defence organization really begins ; 
the levels of government above this have been mainly responsible for providing 
plans and studying civil defence services elsewhere. Now at the local level, re- 
sponsible representatives of health, welfare, fire services, police, public works, 
transportation, and so on, must assume leadership under the direction of the 
local co-ordinator and carry out the organization of each of these services in 
such a way that a well-integrated civil defence program results. 

To do this, the most important person of all, and the one for whose sake the 
entire organization is being developed, must now shoulder responsibility. The 
individual citizen will come forward, as he always has, but it is the duty of all 
the other levels to develop plans and present a protocol of duty for him to 
carry out. To call for volunteers and then not know what to do with them will 
result only in the development of further apathy among us. 

Public health people have taken a major role in civil defence when they 
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accept the responsibility for organizing the health services. It has logically fallen 
to our lot to do this, because of the extent of our present organization and our 
established relationship with all other organizations and professional groups 
which have an interest in health. 

In discussing our part in this program, we might start with the preparation 
of the Health Services Manual compiled by the Civil Defence Health Services 
Planning Group in the Federal Government. It provides an excellent basis upon 
which we can build our civil defence health services. It does not provide all 
the details, but before any of us begin to raise questions as to how we are going 
to do this or that, let us become thoroughly familiar with what is in this Manual. 

Following the development of this Manual, a planning group then went on 
to the preparation of plans for the logical development of specific steps towards 
building our entire civil defence health services. 

A Provincial committee consisting of representatives of all health agencies 
within the Province has been formed. From this very large committee a small 
working group has been selected, consisting of representatives of the British 
Columbia Branch of the Canadian Medical Association, the Registered Nurses’ 
Association of British Columbia, the B.C. Hospital Association, the B.C. 
Hospital Insurance Service, and the Health Branch. This group studies and 
advises on methods to be followed in the organization of these action programs 
in British Columbia. 

This committee has now officially recognized the directors of health units, 
and the other medical officers, as the directors of civil defence health services, 
and have thus placed the facilities of their various organizations at the service 
of these directors. This places a tremendous responsibility on the health officer 
in each area, for he then has to co-ordinate and develop all health services for 
civil defence. 

We have now launched into the formation of twenty-eight first-aid stations 
throughout the Province and are also organizing key hospitals for disaster. 
The twenty-eight first-aid stations are being located in target areas and in 
cities capable of giving immediate aid to target areas. 

The term “‘first-aid station” is perhaps somewhat misleading, for each station 
consists of a complement of over 160 persons, including doctors and nurses, 
pharmacists, dentists and many others. A first-aid station will be capable of 
treating shock, setting fractures, controlling haemorrhage, and even holding 
casualties for treatment should our hospitals become overburdened or “knocked 
out.”” We have now drawn up a table of organization for these stations. The 
staffing of each station has become the joint responsibility of the local civil 
defence organization, the local medical association, the local nursing association 
and the local Red Cross Society and the St. John Ambulance Association. 
One of these stations is being developed in Victoria and it is planned to use 
it as a model unit in order to establish a practical operational procedure for all 
other stations. 

oth training equipment and operational supplies and equipment are being 
made available to us through the Federal Government as these stations are 
being completed. 

The next big step in civil defence action is that of organizing existing hospitals. 
Here again the Federal Planning Group has provided us with a plan. These 
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plans are now being taken to the specific hospitals by the local health service 
directors and steps are being taken to carry out the development of this program 
in each of the hospitals. 

First-aid training has made striking progress in this Province. A course of 
first-aid instruction is now part of the regular curriculum of all schools in British 
Columbia. Many thousands of young people are receiving a training that will 
not only stand our nation in good stead in time of disaster, but will prove of 
inestimable value to families and to individuals in time of personal injury. 

The St. John Ambulance Association and the Red Cross Society are co- 
operating in the training of 9,000 basic first-aid trainees and 9,000 advanced 
first-aid trainees in this Province. These two organizations have also reached 
a national agreement to train and provide the auxiliary personnel required for 
first-aid stations across the country. 

All of the programs constitute definite progress in civil defence of which we 
may be proud, but they do not merit the slightest reduction in our efforts. In 
fact, they may indicate a time when our efforts may be increased with con- 
siderable effect. 

In all our efforts in civil defence we are faced with the question of who is 
going to pay for it? Where are we going to get the extra equipment? Where 
are we going to get the voluntary personnel? All these questions are natural 
ones, but before they are asked we should have developed our thinking and our 
own particular program to the stage where an answer is actually necessary. By 
that time the answer should be available, and in all likelihood will be, if organiza- 
tion and planning continues as it has in the past. 

One thing for all of us to keep in mind when we are given a part to play in 
organizing civil defence health services, is that we are forming only a part 
of civil defence. Our job will be considerably easier if we don’t try to do every- 
thing ourselves. We must learn to work with all the civil defence officials, 
and keep them informed of what we are planning and are doing. We must refer 
our problems to them before they become too great. If the program calls tor 
numerous voluntary workers, there is no need for us to go seeking these people 
unless the local civil defence co-ordinator has indicated that we should do so. 
In all likelihood he already knows where he can obtain these voluntary workers ; 
it he doesn’t, he may have his eye on the same people as we. The result is 
senseless competition with the other civil defence officials, when our goal is 
co-ordination, not competition. 

Our problems of, or requirements for transportation or power are being 
dealt with by other persons who are more familiar with these services. We would 
be well advised to turn our problems over to these people by referring them 
to the local civil defence co-ordinator. 

We have recognized the importance of making health services a part of civil 
defence. Both the health officers and the Health Services Planning Group for 
the Province have endorsed the principle of corresponding between health officers 
and the central health officials only by directing such correspondence through 
the office of the Civil Defence Co-ordinators. This may seem cumbersome but 
it is necessary in order to keep the health services from isolating themselves 
from the overall civil defence organization. 

Considerable study has been given to the problems of mutual aid between the 











232 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 43 


State of Washington and British Columbia. By means of general meetings, 
followed by small meetings of special working groups, every phase of civil 
defence has been carefully studied. Police, firemen, power companies and all 
persons and services which will be needed and expected to carry out duties in 
disaster are planning to give aid to one another across our borders if necessary. 
For example, physicians, nurses and others from Washington State are being 
incorporated into teams which can be brought into the Province and fitted into 
the health services we have here. We have arranged a reciprocal service for 
Washington State. Their stock-piles of supplies are being made accessible to 
us and vice versa. Now that this very effective relationship has been established 
with Washington, we in the Health Department are working with their health 
officials to develop the remainder of our civil defence health services along 
similar lines, so that these services will more easily be integrated in time of 
emergency. 

Mr. Bowering of this department is now working with Mr. Jensen of the 
Washington State Health Department to drait a course of lectures which may be 
given to volunteer sanitarians by the local sanitarians. Sanitation will constitute 
a major problem in any emergency. We would be making a major mistake if we 
were to allow our standards of sanitation to deteriorate in preparation for civil 
defence or believing that we were preparing for civil defence, but even more 
important is the fact that we will not have enough trained sanitarians to meet 
the emergency conditions. Therefore it is necessary for us to train volunteers 
now who will be able to serve with mass-care centres in guarding food, water, 
and sewage disposal. Sanitary inspectors or trained voluntary personnel will have 
to guard the environmental sanitation of first-aid-stations, hospitals, and tem- 
porary housing establishments. Our public and private water supplies will be 
open to sabotage and will require vigilant guarding. The dead will have to be 
safely disposed of. Contaminated food supplies will have to be destroyed. Public 
sewage systems will be disrupted. The disaster factors amount to tremendous 
proportions. Much of our early planning involves the use of special knowledge 
of sanitation and how to prepare for the carrying out of satisfactory and safe 
temporary sanitation measures. 

The part to be played by the public health nurse is being studied and plans are 
now being draughted for distribution. The public health nurse, because of her 
training, may expect to be given a position of considerable responsibility in time 
of disaster. One point in particular comes to mind. In early plans of welfare 
services in the States, they suggested attaching a nurse and a physician to each 
mass care centre. This plan may seem logical until one realizes the significance 
of removing physicians from hospitals and first-aid stations; it then becomes 
highly impractical. As an alternative, one nurse trained and experienced in 
public health will be expected to provide the health services and medical care 
for the thousand or more persons being cared for by each of these centres. It is 
hard to conceive of the numbers of problems that can and will arise in each of 
these units. The job will tax the knowledge and capability of these nurses, but 
this will be their role, as it would seem that no other persons are so well qualified. 

Aside from the work of the public health nurse, now under study, the other 
nurses throughout the Province are receiving special instruction in civil defence 


' 
i 
i 
' 


June 1952 CIVIL DEFENCE 233 


nursing. To date several thousand nurses have received this instruction, and 
more and more courses are being held. This training prepares the nurse to handle 
disaster casualties as well as teachirig her the other principles of civil defence, in 
order that she may be able to give effective service. 

We are bombarded with questions about courses for the physicians, dentists, 
pharmacists and others who know they will be expected to play a part and quite 
logically wish to know what that part is and how to do it. This is a healthy 
attitude and not to be discouraged. Meanwhile we are striving to make plans and 
draught courses to meet the needs of everyone. 

As mentioned previously, the health departments are bearing a very large 
share of the civil defence responsibility, and rightly so, for what other branch of 
public service is in a better position to give leadership here? We have experi- 
enced an additional load on our already strained budgets, not to mention the 
encroachment on our time and energies. We should, however, keep in mind that 
this new responsibility carries with it a considerable number of values which we 
should prize, for they will ultimately make better and well-informed persons of 
us, as well as improve our present health services. We all realize that we cannot 
drop our present programs in public health in order to organize civil defence 
health services, but when we look around us to suggest another person in the 
community who can assume this responsibility in civil defence, we have to 
conclude that here is a job to be done and we have to do it. Having reached this 
conclusion, we must measure our capacity for doing both jobs together and make 
plans accordingly. The decision must be an individual one, and we must not 
allow our present public health services to fail, for they are a strong civil defence 
measure in themselves. 

The health officer who now has this decision to make, and takes on the re- 
sponsibility of organizing civil defence health services, finds that where he 
formerly dealt with a limited number of persons and groups, he now has to 
represent not only the preventive aspects of health services, but also the treat- 
ment phases. He has to deal frequently with physicians and surgeons, hospitals, 
nurses, pharmacists, veterinarians, the local Red Cross, St. John Ambulance, 
industrial first-aid attendants. He finds himself representing all these people to 
the local industries, police department, welfare, fire department, local communica- 
tions services, transport services and engineering department. 

It is a heavy responsibility and one that we will have to work at. The hidden 
values here are ones that we will find as we continue to work at this job. We 
will soon know every resource of our community and who is responsible for 
them. Everyone in the community will know you and what you stand for. 
Physicians and nurses will find themselves working with you more and more, 
and depending upon you to keep them instructed as to what is expected of them 
and where they fit into civil defence. This relationship alone is valuable for 
obvious reasons, for it brings the field of preventive medicine into closer contact 
with that of treatment and hospital care. 

Our firmer relationships with all the other public service groups will also 
assist us materially to carry out our regular public health work. 

Here, for the first time, all the representatives of the services which are a part 
of our modern social structure are meeting together on common ground. We 
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no longer place our particular points of view ahead of everyone else’s, but pool 
all our resources toward developing a service that can meet all the needs of our 
people in time of disaster. To do this we must drop all petty jealousies, learn 
what each of us can do and are doing now, study how we can assist the other 
fellow—and above all, honestly work at it. 

None of us can afford to feel secure because we might live in non-target areas. 
The areas that have been selected as targets are so designated not just because 
they constitute the crowded city areas, but because they represent the industrial 
centres of our economy. If these centres are destroyed and cannot be restored 
rapidly, the productivity of our nation is fatally struck. The nation falls defence- 
less before the onslaught of a forbidding way of life. If we value democracy, 
everyone of us must plan, organize and work to maintain it through time of 
disaster. 

There is no easy way—but we know from the examples set by other less 
fortunate nations that it can be done! 


~ 


Blood Substitutes in Atomic Warfare 
A REVIEW OF THE PRESENT POSITION 


L.S. ANDERSON, B.Sc., M.B., Ch.B., D.P.H. 
Director, West Kootenay Health Unit 
Trail, British Columbia 


HE PATHOLOGY and treatment of burns and of crush and laceration 

injuries, or the “crush syndrome”, are well documented. One thing they have 
in common, from our present point of view, is that they all involve copious trans- 
fusions, ideally of plasma rather than of whole blood. The atomic bomb introduces 
the further complication of radiation sickness, of which we must now take careful 
note. 

Radiation sickness is caused by the penetration into the body of gamma 
radiation from the atomic explosion itself. It, therefore, affects those people who 
find themselves within the central or bull’s-eye zone of destruction, and survive. 
Neutrons affect inanimate objects, causing induced radioactivity,! but from 
these objects (which may be gross in size, or merely dust particles) there 
emanate mainly the less harmful alpha and beta radiations*; less harmful, that is, 
unless material carrying this induced radioactivity happens to be inhaled or 
ingested. 

Our main concern from the casualty standpoint is with people affected by 
gamma radiation, and to some extent by neutrons.* 

This gamma radiation mainly affects those cells of the body which are in active 
proliferation, or whose nuclei are working overtime; therefore, mainly those of 
the lymphoid system, the bone marrow, and the gonads.* 

Hence, the function most dramatically affected is that of haemopoiesis. Since 
the lymphocytes have, of all the blood cells, the shortest intravascular life, the 
earliest and most important sign is a sharp fall in lymphocytes. 

In Japan, the interval between the burst and the occurrence of this fall was 
found to be a good prognostic index. Cases where the fall occurred within 
three days were all serious and mostly fatal; cases where the fall occurred later 
showed a recovery rate proportional to the delay in onset of symptoms and of 
lymphocytopenia. 

What happens is that where the whole lymphoid system has received a knock- 
out blow, lymphocytogenesis may be completely stopped and the patient will 
survive only as long as his existing lymphocytes will allow him. But where a 
small proportion of the lymphoid system has escaped, there will be a small pro- 
portion of lymphocytogenic activity left. This may be just enough to tide him 
over until the effects of the radiation in his body have been exhausted, provided 
he is a fit, healthy individual, with no foci of sepsis, and provided he can be 
spared any intercurrent infection. Intercurrent infection is the bugaboo, since 
phagocytosis is another function early and profoundly affected. Severe cases in 
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Japan showed swelling and soreness of the throat, and ulcerations along the 
whole course of the gastro-intestinal tract, in step with the destruction, or tem- 
porary suppression, of the victim’s anti-infective mechanisms. A further irradi- 
ation effect which has a bearing on our present purpose in this paper is the 
possibility of late haemorrhages due to thrombocytopenia. In fact, the irradiated 
casualty finds himself precariously balanced on a sort of haemopoietic teeter- 
totter. 


PLasMA Loss 


Of no other casualty has the treatment undergone such kaleidoscopic changes 
in the past twenty years as that of the burnt man. At first we oiled or greased 
him, then we tanned him with sprayed solutions, then with tannic gauze, then 
with tannic jellies. Later still, we immersed him completely in saline, then stuck 
on dry gauze dressings. Now the weight (at least in Britain) is in favour of 
penicillin cream covered by gauze to be left in place for a week or so, followed 
by early Tiersch grafting within three weeks of the burn.® He is sometimes 
treated with no dressings at all—just exposure to the air. 

But throughout all this the one constant factor in the background of burns has 
been the disappearance of plasma from the circulation. Plasma, not whole blood, 
is the replacement agent of choice,’ since the aim is to restore the colloid osmotic 
pressure of the circulation. Roughly two pints are required for every ten percent 
of the body area burnt. Half of this is to be given within six hours of the burn, 
and the rest within eighteen hours.® 

In the crush syndromes there is usually some attendant haemorrhage. De- 
Gowin’ says that this is quickly outweighed by plasma loss, with haemocon- 
centration, so that there, too, the appropriate restorative is, as for burns, plasma 
not whole blood, though in both instances whole blood would, ideally, be re- 
quired some days later to counteract the anaemia. 

A rough estimate of the plasma replacement required is one pint for every 
5 points of elevation in the haematocrit reading.® As a guide, a loss of one-third 
of the circulating blood volume corresponds to a rise of fifteen points in the 
haematocrit reading, which would indicate at least three pints of plasma or 
substitute. 

On the other hand, it is worth noting that Emerson and Ebert,!® in a series 
of twenty-four grave battle casualties, found that there was no excessive loss of 
plasma in proportion to red cells, and that there was therefore not necessarily 
any rise in the haematocrit reading. They said that the best guide was that a 
systolic blood pressure of less than 85 indicated a blood loss of three pints or 
more in the average man, and noted that their cases, all of whom had a systolic 
pressure of less than 85—and many had much less—required an average of four 
pints of replacement each. 


Types oF CASUALTY 


At this stage, we can attempt an approximate statement of the types, number, 
and degrees of casualties that might be expected from each atomic explosion, with 
a view to estimating demands for blood. 

Naturally, differences of interpretation and emphasis of the data would lead to 
different total figures, but the following will afford a useful starting point for 
further discussion :— 
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Transfusion Requirements 

















( Pints ) 
Cases Per Case Total 
Crush and laceration injuries : 
Very serious 7,000 4 28,000 
Serious 9,000 3 27,000 
Light 7,000 1 7,000 
Total 23,000 62,000 
Burns : 
40% of the body surface 2,000 8 16,000 
—— 2 3,000 6 18,000 
ae OS = 2,000 + 8,000 
Total 7,000 42,000 
Radiation (included in the previous) : 
3 day onset 300 
: ie = 1,700 Crush 62,000 pints 
4M” ‘a 3,000 Burns 42,000 ” 
Total 5,000 Total 104,000 ” 


Thus an estimate based upon available data indicates a demand of approxi- 
mately 100,000 pints of blood, plasma, or substitute per atomic explosion. Fifty 
thousand pints would have to be administered within six hours and the re- 
mainder within the next forty-eight hours. This in itself presents a major problem 
in the provision and training of first-aid personnel. To insure the availability at 
any one moment of 100,000 pints of plasma would mean establishing and main- 
taining a blood bank about sixty times the size of the present B.C. Red Cross 
Bank, with sixty times the present public response to appeals for blood. 


PLASMA SUBSTITUTES 


Hence, we turn to the search for a substitute for human plasma. 

This is no new quest, since it is recorded in the Transactions of the Royal 
Society that one J. B. Denys transfused a patient with lamb’s blood as far back 
as 1667. Later, human transfusions became the rule. It was not until World War 
I that the need for substitutes became really acute. The most popular then was 
a 6% solution of gum acacia in normal saline. This raised circulatory pressure, 
but a great deal of the injected gum was deposited in various organs, notably the 
liver and the spleen." 

We have to remember, in reviewing them, that up io now these plasma substi- 
tutes have usually been sought on the score of being more convenient, cheaper, 
or handier than blood or plasma, and at the same time, free from the slight risk 
of jaundice inherent in pooled plasma.!* But there has been quite a definite point 
of balance at which the substitute has had to be discarded, usually on account of 
its physiological sequelae. 

The advent of the atomic bomb, however, has caused what might be termed 
a shift to the left in the point of balance at which these substitutes become worth 
while because we are no longer weighing them against the inconvenience of 
human blood—but against death. 

It might be impracticable to store enough human plasma sufficiently near even 
to the main target areas for it to be inside the victim’s veins within six hours of 
bomb-burst, but it would be reasonable to plan to do this with a good blood 
substitute. 


Though it must be no aim of ours to afford to thousands of physiological 
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cripples only a miserable brevity, there will certainly be a large group of casual- 
ties whose useful survival, for a week or so, can be secured by immediate trans- 
fusion with a substitute, pending human plasma or whole-blood transfusion later, 

But no substitute can in any way supplant the need—the desperate need—for 
greatly increased reserves of dried human plasma and whole blood, should war 
start; and that means propaganda and public support for the Red Cross Blood 
Bank on a scale hitherto undreamed of in all local branches. 

Blood substitutes can only be regarded as a means of tiding the patient over 
until plasma or whole blood comes to hand. 


PHYSIOLOGICAL REQUIREMENTS 


Let us now consider the requirements of the ideal plasma substitute. 

(1) Since the ultimate object is to restore the circulating plasma-protein 
(meanwhile to boost and to maintain the colloid osmotic pressure of the circula- 
tion), the substitute must be capable of being retained in the circulation for 
several days. It must, therefore, have a molecular weight around that of serum 
albumen—that is, about 70,000—and must be capable of being produced in 
batches whose molecular weight can be standardized within fairly narrow limits. 

(2) It must be non-toxic, non-pyrogenic, non-antigenic, and non-diuretic. 

(3) It must be stable in storage. 

About the only substance which satisfies these demands is plasma itself. All 
the hitherto known substitutes have fallen down more or less seriously upon one 
point or another. 

Gum acacia tends to be deposited in various organs, notably in the liver, where, 
13 it interferes with both carbohydrate and 
plasma-protein metabolism. The blood-clotting mechanism is also affected. 


at any rate experimentally in dogs, 


Pectin, which has some value in the restoration of circulatory blood volume, 
has been found to be deposited in the spleen, liver, lungs, and kidneys.’* In 
addition, it can cause arterial atheroma. 

Polyvinyl-pyrrolidone, produced and widely used in World War II by the 
Germans, would have gladdened the heart of Bismark as an attempt to combine 
a sort of ersatz blood and iron; it too, however, showed “deposit phenomena” 
similar to those of pectin. 

Methyl-cellulose had the same disadvantages and was, in addition, strongly 
toxic to the kidneys. 

A bovine albumen has not so far been produced which is entirely and reliably 
free from delayed reactions in certain individuals, though in the absence of 
sensitization the behaviour of human and of bovine albumens in the body is 
remarkably similar.’® 

Federov in Russia is reported to have run some trials with a 4% solution of 
casein in normal saline, but not enough has yet been heard of the results for any 
opinion to be offered. I have not been able to secure a copy of the preliminary 
report. 

Gelatin, whether mammalian or fish (isinglass), was extensively used in World 
War II, but has one or two serious disadvantages.'® The solutions of higher 
molecular weight, approaching those of serum albumen, which will remain in the 
circulation for up to two days, are solid at room temperature, and have to be 
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heated before use. This is a very serious disadvantage in emergency work where 
resuscitation under improvised conditions must always be clearly anticipated. In 
the more degraded form, which may have an average molecular weight as low 
as 20,000, it is too rapidly excreted—91% being recovered in the urine in twenty- 
four hours. 

it should be noted here that although the disadvantages of bovine albumen and 
of gelatin are the kind that would be early apparent, the “deposit phenomena,” 
for which gum acacia, pectin, polyvinyl-pyrrolidone and methyl-cellulose were 
discarded, would not necessarily be obvious on first trial. This point is worth 
remembering when it comes to assessing new substitutes. 


DEXTRAN 


The latest substitute to be tried, and one which appears to give some promise, 
is Dextran, which was first used by the Swedes as a plasma substitute about 
five years ago. 

To clarify—dextrose, dextrin, and dextran: 

Dextrose, or glucose, is formed by the hydrolysis of cane or beet sugar 
(sucrose), has a molecular weight of 180, and is familiar to all. 

Dextrin, or British Gum, is obtained by heating starch, previously treated 
with small quantities of nitric acid, to 110°C. Like dextrose, it is familiar to us 
all as it has been used for many years for gumming the backs of postage stamps. 

Dextran is a glucose polymer of high molecular weight obtained by the 
growth in a solution of sucrose of the non-pathogenic coccus Leuconostoc 
mesenteroides. By this process the sucrose is hydrolysed into glucose and the 
dextran then synthesised as a molecule consisting of a long chain of simple 
glucose molecules. In crude form dextran has a molecular weight of around 
90,000, or roughly five hundred times that of the glucose of which it is a polymer. 

This glucose polymer, when first tried in Sweden,’7 was soon found to 
satisfy the requirements of being non-toxic, non-pyrogenic, non-antigenic and 
non-diuretic, and also of being stable in storage, under temperate conditions. 

Sut since the molecules of the early Swedish samples of dextran were too 
large for infusion purposes, a method of degrading it, by acid hydrolysis, was 
evolved whereby samples could be produced having an average molecular weight 
as low as 26,000. 

This, however, is too small a molecule to be retained in the circulation and 
was but little improvement on the degraded gelatin already mentioned. It was 
only when a British concern, the East Anglian Chemical Company, developed 
a method of fractional precipitation of the purified crude dextran with acetone, 
thus obtaining a solution with a high percentage of the dextran molecules grouped 
around size 70,000 (roughly that of serum albumen), that it began to look as 
though it might become a useful blood substitute. 

This concentration of molecular size is a highly important advance. Not only 
does it make possible a more closely standardized agent, but the fewer the very 
small molecules (to be rapidly excreted) and the very large molecules (to be 
deposited in the tissues) there are, the more efficient and reliable will be the 
material as a plasma substitute. 
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THE FATE OF DEXTRAN 


The most important point about dextran—as indeed about all the other known 
blood substitutes—is its ultimate fate in the body. Naturally, being the most 
difficult point to investigate, this is the last one to be cleared up. With dextran, 
the picture is by no means yet complete, but as much as is known is generally 
not unfavourable. 

Dextran suffers from the same defect as gelatin in causing rouleaux-formation 
in blood smears and, as one would expect, an increased erythrocyte sedimentation 
rate as well.!® 

The rouleaux formation could seriously interfere with the cross-matching 
which would be necessary when it came to giving a whole-blood transfusion later, 
as would normally be the case. The best way of overcoming this would be to 
withdraw five ml. of the patient’s serum into a test tube just before the initial 
infusion with dextran, so that the serum would be available for cross-matching 
later. Observing that the initial dextran infusion would probably be given by 
lamp light at a first-aid post on the periphery of the target area, it would be 
essential to ensure that the tube was accurately labelled and that it travelled with 
the patient to his destination. 

Dextran also tends to displace plasma-proteins from the circulation, but, 
according to Thorsen,!® of Stockholm, the process is reversible: that is to say, as 
the plasma-dextran level falls, the plasma-protein level starts to rise, the colloid- 
osmotic pressure remaining fairly steady throughout this change-over. 

In solutions of low molecular weight or of wide molecular range, as already 
mentioned, the smaller molecules—those of an average size of 25,000—are rapidly 
excreted in the urine. 

It was at first thought that the larger molecules caused renal damage, but subse- 
quent evidence is that the very large molecules are deposited in the reticulo- 
endothelial system.?° What happens to them thereafter has yet to be made clear. 
They may be slowly metabolised and used by the body as glucose, or they may 
remain deposited in the reticulo-endothelial system. If the latter were the case, it 
could be important in atomic warfare, as phagocytosis, lymphocytogenesis and 
antibody formation might be interfered with. 

Clearly, in a patient who, though perhaps badly crushed, was also irradiated, 
any procedure which might interfere with lymphocyte regeneration or with the 
anti-infective mechanisms generally, would have to be carefully considered. It 
might be that such interference, if present, would only be temporary and might 
have passed off between the initial dextran infusions and the onset of lympho- 
cytopenia. The Department of Experimental Medicine in Winnipeg is working on 
this point, and more will undoubtedly be heard. 

There has been some evidence that the bulk of the dextran of medium molecular 
weight is finally excreted into the gut. This point too would be significant in 
irradiation cases, since a feature of such cases in Japan was the severe ulceration 
of the gut from one end to the other. Treatment would be directed toward resting 
the bowel by means of a low residue diet. It remains to be learned whether dextran 
would be acting in a contrary direction. 

A further point which requires elucidation is the stability of dextran in storage 
under tropical conditions. 
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Finally, the main aim in all these shock cases will be the restoration of 
plasma-proteins. It was at one time thought that gelatin would make a contribu- 
tion to this, by virtue of being a protein,*! but the evidence was insubstantial. 
Dextran, being simply a glucose polymer, could not possibly be thought to have 
any such benefits. What it can do is tide the patient over the shock period until 
such time as the body can restore its own plasma-protein level. There is evidence 
that dextran does this satisfactorily, but the body must be supplied from the 
earliest possible moment with much needed protein, either parenterally or by 
means of high protein foods—such as milk and eggs in suitable forms.** 

Dr. Maycock, of the British Ministry of Health,** is investigating the clinical 
use of dextran. Whilst it is too early to make any final assessment, so far there 
have been no unpleasant reactions and the clinicians have been satisfied with 
the results obtained in a wide variety of cases. 


SUMMARY 


We have made an estimate of the numbers, types, and degrees of casualties 
which might be expected to follow an atomic explosion, and of the quantities of 
blood and blood substitutes needed for their succour. 

From this point we have been led to consider the requirements of the ideal 
blood substitute, the shortcomings of those hitherto tried, and the few facts 
so far known about the latest and most promising member of the series. 

No blood substitute, however satisfactory, can really take the place of blood; 
the best can only be used to tide the patient over until whole blood becomes 
available. Therefore, the use of blood substitutes in atomic warfare, by saving 
casualties who would otherwise die, can only result in greatly increasing the 
ultimate demand for whole human blood. 
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oe een has been and is still one of the main causes of death in 

mental hospitals. The vital statistics of the Province of Quebec show that, 
for the vear 1948, the tuberculosis death rate in mental hospitals was twenty 
times that of the general population and accounted for 21.8% of all deaths in 
these institutions.? 

Recently, almost every aspect of the problem has been studied, especially in 
the United States?-* 915 and, in Canada, in the Province of Ontario,“ 1 where 
surveys were made of patients and employees in mental hospitals. As a result, 
the institutions have enforced control and preventive measures against tubercu- 
losis. 

The conclusions of these studies may be summed up as follows. 

Tuberculin has revealed an infection rate of about 80% in patients at the time 
of admission. The rate varies from 86 to 95% in hospitalized patients and from 
57 to 72% in employees (Table XI). It varies according to age and sex. X-ray 
examination has shown a rate of clinical tuberculosis ranging from 5 to 19.5% 
in patients and from 1.1 to 3.7% in employees. These morbidity rates represent 
all active and inactive cases of tuberculosis. It is true that the patients, when 
admitted to these institutions, are already highly infected and much more, 
generally, than the environment where they lived. These infection rates increase 
according to the duration of stay in hospital. Thus, the problem of controlling 
tuberculosis starts with admission of the patients and will be a heavy burden 
for these institutions for a long time. For reasons pertinent to their sickness, 
this category of patients is more likely to become infected. 

Male mortality is heavier than female—in one instance, 5.7 against 3.7 per 
1,000 patients. The picture is the same for morbidity, 6.7% against 4.7%.° 

In one institution where post-mortem studies are systematically made,° it 
has been shown that many cases of clinical tuberculosis were not detected during 
life or were diagnosed only towards the end of life. (One may ask whether 
statistics from other institutions would not have revealed similar facts. ) 
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The control methods are now based on the X-ray screening of patients upon 
admission, on their segregation in special isolation wards, and, finally, on peri- 
odical surveys of patients and employees. Recently, BCG vaccination has been 
used in tuberculin-negative subjects.’° The results of these periodical surveys are 
already coming out.® 

Katz, Plunkett et al.° have noted the disturbing fact that, in mental hospitals 
under their investigation, the tuberculosis mortality during a period of eight vears 
following the introduction of control measures has remained practically un- 
changed, whereas the morbidity has decreased significantly. These authors have 
also noticed that the personnel not assigned to the care of tuberculous patients 
no longer show an incidence of clinical tuberculosis higher than that of neighbour- 
ing populations. 

The present work reports the results of tuberculin tests and X-ray surveys, 
made in the period between 1946 and 1948, in patients, congregational and 
nursing personnel, and other employees of two of the largest mental institutions 
of the Province of Quebec, hereafter designated A and B. Following this survey, 
several control measures have been established, including BCG vaccination. 


METHODS 


At the time, Hospital A had 7,054 patients almost equally divided according 
to sex. About 10% were 19 years or younger. Hospital B, located far from the 
first one, had 4,399 inmates whose age and sex were comparable to those in 
Hospital A. 

These patients are housed in many adjoining buildings connected to one 
another. Each ward has about 100 patients. In 1946, some 5,000 patients of 
Hospital A and 2,000 patients of Hospital B were given systematic tuberculin 
tests as well as X-ray examinations. Patients who did not want to cooperate 
were not included. 

The employees numbered 949 (367 men, 582 women) in Hospital A and 
820 (301 men, 519 women) in Hospital B. In Hospital A, 268 employees were 
tuberculin-tested and 949 X-rayed; in Hospital B, 238 were tuberculin-tested 
and 261 X-rayed. It should be noted that 30% of the personnel classified as 
employees are members of religious orders who spend their whole life in these 
institutions. 

At the same time, a similar investigation was carried out in Hospital B with 
newly admitted patients and with newly appointed employees including nuns 
and nurses. In three years, 1,314 patients and 165 employees have been tuberculin- 
tested and X-rayed. 

The tuberculin tests were performed as follows. A Vollmer Patch Test was 
applied and removed 48 hours later by a responsible person. The reading was 
made after 48 hours by the same person. This person also injected the negative 
subjects with an intradermal dose of P.P.D. tuberculin, 2nd strength (0.005 mg), 
and made readings of this complementary test according to accepted standards. 

In Hospital A, X-rays were taken on 35-mm. film and readings were made 
by the same specialist. The doubtful cases were again X-raved on 14” x 17” 
film. In Hospital B, all X-rays were made on 14” x 17” film and read by the 
radiologist of the institution. 
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A group of 100 patients in Hospital A who were found tuberculin-negative 
to all doses and who were in various wards, were tuberculin-tested after 
the 2nd, 5th and 10th months, for the purpose of establishing the rate of spread 
of the tuberculous infection in that environment. 


RESULTS 
1. Tuberculin survey 

A. In patients: 

The results of the tuberculin survey are shown in Tables I and II. It appears 
that 93.6% of non-selected patients tested in Hospital A were positive to the 
weaker or the stronger tuberculin dose. In Hospital B, among patients hospital- 
ized for at least two years, the percentage of total reactivity to tuberculin was 
96.3. In 1,314 patients of the same hospital, tested upon admission, the per- 
centage did not rise above 84.1. 


TABLE I 
TUBERCULIN REACTIONS IN ALL PATIENTS 


HospitaL A 





POSITIVES 

















Number of 
Patients | Vollmer Patch | a Total 
tested erential ing tse SE ee 
| Number | Percent | Number | Per cent | Number | Per cent 
Males 2,454 2,076 84.6 | 247 10.1 | 2,323 94.7 
Females| 2,240 | 1815 | 81.0 | 257 | 11.5 5 | 2,072 _ 2,072 92.5 
Total 4,694 3391 | 829 | 504 | 10.7 <a 4,395 4895 | 93.6 
TABLE II 


TUBERCULIN REACTIONS IN PATIENTS AT THE TIME OF ADMISSION 
AND Two YEARS OR MORE AFTER 


HospPiTat B 








POSITIVES 


| Number of ; . Intradermal | a, 
| Patients | Vollmer Patch PPD. 0.005 mg. Total 
| Tested | 





: | ; Pp 
| | Number! Per cent Number| Per cent | Number) Per cent 


At the time of | | 
admission | 1314 | 694 | 52.8 | 412 | 31.3 | 1,106 | 84.1 








Two years or more | | | | 
after admission 2,990 2.072 | 69.3 808 | 27.0 | 2,880 96.3 





In Hospital A, 82.9% of tested subjects were positive to the Vollmer patch 
test, as compared to only 69.3% of patients in Hospital B. This difference may 
be explained first by the fact that the reading of reactions in Hospital A was 
made by a different person than in Hospital B; we also believe that the Vollmer 
patch test is liable to variation, depending on how carefully the patch is applied 
to the skin and on the possibility of its temporary removal by the patients. 


% positive to PPD 
0.005 me. 
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However, in Hospital B, the above difference was corrected by the intradermal 
test, and the level of total tuberculin positivity is thus made comparable to that 
found in Hospital A. 

In Hospital A, the mean rate of tuberculin allergy is lower by 2.2% in female 
inmates. The frequency of the +++ and ++++4 reactions to the Vollmer 
patch test (that is, the intensity of allergy) was also 2.5% lower in females. The 
positivity to tuberculin according to age and sex is shown in graph A. The 
percentage of reactors rises rapidly from over 60% in the age group 10-19 years 
to nearly 100% at 30 years. The female patients remain less infected under 30 
years. 





_ x2 
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SE » 
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3S 
be c 
. . ¢C 7 8 , L Sonths 
er GrapPH B 
Graru A Progressive incidence of tuberculin allergy 
Positivity to tuberculin according to age in a group of 100 patients previously found 
and sex, hospital A. negative to all tuberculin tests, hospital A. 


Among resident patients (two years or more) the prevalence of positive 
tuberculin reactions is higher than at the time of admission; that is, 96.3% vs. 
84.1%. 

In order to determine more accurately the increasing rate of infection with 
the length of the period of confinement, we have periodically tuberculin-tested 
a group of 100 patients found negative to tuberculin. The conversion rate of the 
tuberculin reaction is reported in graph B. At the end of 10 months, 40% of 
these patients had already converted to positivity. 

B. In employees (including nuns and nurses ) 

Among 268 employees of Hospital A, 81.3% reacted to tuberculin at the time 
of the survey, i.e., 91.4% for males and 72.1% for females (Table III). In Table 


TABLE III 
TUBERCULIN REACTIONS IN ALL EMPLOYEES 


Hospitat A 


POSITIVES 

















Number of Intradermal 
Employees Vollmer Patch PPD. 0.005 mg. Total 
Tested 
Number | Percent | Number | Percent | Number | Per cent 
Males | 128 96 75.0 21 16.40 | 117 91.4 
Females | 140 87 | @ 14 10.0 101 | 72.1 
Total | 268 183 | 68.3 | 35 13.0 218 81.3 
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IV are compared the rates of tuberculin reactivity among two groups of em- 
ployees of Hospital B, one (165 individuals) tested at the time of the beginning 
of employment and the other (238 individuals) two or more years later. Of the 
former group 70.3% were positive, against 96.2% of the latter. It is obvious that 
the incidence of infection is increasing with the length of the period of em- 
ployment. 

TABLE IV 


TUBERCULIN REACTIONS IN EMPLOYEES AT THE TIME OF THE BEGINNING OF 
EMPLOYMENT AND Two YEARS OR MORE AFTER 


HospitaL B 


POSITIVES 








Number of ; : Intradermal es, 
Employees Vollmer Patch PPD. 0.005 mg. Potal 
Tested ae et ve. EW ces ‘ 


Number | Per cent | Number | Per cent | Number | Per cent 


Beginning 
employment 165 70 42.4 46 27.8 116 70.3 


Two years or ; 
more after 238 198 82.2 31 13.0 229 96.2 


2. Radiographic survey 

A. In patients 

Chest X-ray examination of 4,685 patients in Hospital A showed (Table V) 
that 2.8% were in a state of active tuberculosis, 70% of these being classified as 
minimal, 26.2% as moderately advanced and 3.8% as far advanced. In addition 
to the number of patients classified as having active tuberculosis, 3.56% were 
classified as suspect. The prevalence of active cases is slightly higher among 
females. 

TABLE V 
RESULTS OF CHEST X-RAY EXAMINATION OF ALL PATIENTS 


HosPitaL A 


Number _ State of Activity (%) Suspect 














Sex | X-Rayed] Active Cases Minimal] Moderately Adv. | Far Advanced Cases 

fT TN Lm]! UE dN 
Male | 3,044 | 81 | 2.66| 69.1 24.7 | 6.2 103 3.38 
Female| 1,641 | 49/2.98| 71.4 | 26 | £| 64 3.9 
Total 4,685 70.0 26.2 3.8 167 3.56 








In Hospital B, the X-ray examination of a group of 1,353 patients at the time 
of admission showed (Table VI) that 4.9% were in a state of active tuberculosis, 
whereas the same examination of another group of 2,131 patients two years or 
more after admission revealed a rate of 7.4% (Table VII). In the former group, 
7.6% were classified as suspect, and in the latter 17.2%. In 25% of the cases 
diagnosed as active, the sputum contained acid-fast bacilli. It is noteworthy that 
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the highest incidence of active disease is found in the age group 60 and over. 
It might be of interest to add that 77% of a group of 184 patients who died from 
tuberculosis were X-rayed only within a year of their death (Table X). 


TABLE VI 
RESULTS OF CHEST X-RAY EXAMINATION OF PATIENTS AT THE TIME OF ADMISSION 


HospitaL B 



































Age Group Neasker Clinical Tuberculosis Suspect 
Number Per cent Number Per cent 

0-19 4 127 7 7 | os ji 7 | oT 

20-29 “e, 399 ies 17 fp es a a _ 3 2 - 

. | oe |. - . ee ee es 

449 =| 8 239 6©|)~C Oo2SCO|t«K;« oe "ie 

~ soso | 1m | 5 | 29 | wo | ao 

60 and over - 103 we 9 fo 7.4 16 15 3 F 
Total 1,353 66 4.9 103 7.61 

TABLE VII 


RESULTS OF CHEST X-RAY EXAMINATION OF PATIENTS TWo YEARS 
OR More AFTER ADMISSION 


HospitaL B 






































Age Group Neer Clinical Tuberculosis Suspect 
Number Per cent Number Per cent 
_ oe “141 es 5 ff 3.5 16 a 1 3 - 
‘ 20-29 _ 316 | - 20 - . 5.4 49 a 
30-39 | 537 35 | 86 | 1 | 169 
40-49 | re a ee ee 2 ee 7 || (8.4 
¢ 50-59 a. 407 ft — fo 6 4. 91 r 19 9 
"60 and over 166 er 12.9 | a | 5.3 
Total | 2,132 187 7.4 | 366 17.2 





B. In employees (including nuns and nurses) 

Chest X-ray examination of 949 personnel of Hospital A showed 12 cases 
of active tuberculosis, that is 1.26% (Table VIII), of which 41.6% were classified 
as minimal, 50% moderately advanced and 8.3% far advanced. The percentage of 
those classified as suspect was 3.58%. The prevalence rate of active cases among 
females was 1.54% as compared with 0.8% among males. (It is to be remembered 
that the 582 female employees include 327 nuns who spend a long period of 
service in the same institution. ) 
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In Hospital B, 3 employees out of 162 (1.8%) X-rayed at the time of begin- 
ning employment were in an active state of tuberculosis (Table IX), and 3 
(1.8%) were classified as suspect. In a group of 293 employees who had spent 
two or more years in service at the institution, 3.4% were found in a state of 
active tuberculosis by chest X-ray examination (Table IX) and 7.8% were 
classified as suspect. Nuns are also included in these numbers. 


TABLE VIII 


RESULTS OF CHEST X-Ray EXAMINATION OF EMPLOYEES 
HospitaL A 
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X-Rayed Minimal| Mod. Adv. | Far Adv. Suspect 
No. | % 
Male | 367 33.3 | 38.3 33.3 13 | 3.54 
Female} 582 44.4 55.0 21 | 3.6 
Total | 949 41.6 50.0 8.3 34 | 3.58 
TABLE IX 
RESULTS OF CHEST X-RAY SURVEY OF EMPLOYEES AT THE TIME OF BEGINNING 
EMPLOYMENT AND Two YEARS OR MORE AFTER 
HospitTaL B 
a Active Cases | Suspects 
X-Rayed | Number 5 Per cent | Number | Per cent 
Beginning of employment | 162 | 3 | 18) 1.8 = 3 | 1.8 
Two years or more after | 293 | 9 384 3.4 | 8 23 | 7.8 
TABLE X 
eo 
CLASSIFICATION OF A GROUP OF PATIENTS BY YEARS OF RESIDENCE 
BETWEEN CHEST X-Ray AND DEATH 
HospPitTaL B 
| | | 
Years | 0-1 | 1 | 5 6 7 
Total | 17 | 
| | 


. ae 





MEASURES OF CONTROL AND SPECIFIC PREVENTION OF TUBERCULOSIS 


Following the above survey, we suggested that both hospitals should take 
immediate steps to establish measures for the control and specific prevention 
of tuberculosis. Full cooperation was granted by them. With the financial support 
of the Provincial Department of Health (through the Federal-Provincial Grants), 
a special team is now operating in each hospital. Each team comprises a clinician 
in tuberculosis, a radiologist, a laboratory specialist, and three nurses. The 
nurses are also responsible for the clerical work. A special room is used for 
record transcription and keeping. 
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The work of a team consists of examining clinically, X-raying and tuberculin- 
testing patients at the time of their admission and employees before their engage- 
ment. Tuberculous patients are isolated in special quarters for treatment, and 
employees are sent to sanatoria. Suspect patients are kept under observation 
and frequently X-rayed. Patients and employees negative to tuberculin are given 
BCG vaccination by the scarification method. Six scarifications of 1 centimeter 
each are made alongside the spine in the lumbar region, 3 scarifications on each 
side, through as many drops of BCG at the concentration of 60 mg per cc. From 
4 to 6 weeks after vaccination, nearly 100% of the vaccinated subjects become 
positive to tuberculin. 

It is proposed to make periodical X-ray surveys in order to detect new cases. 
All data from clinical, radiological, tuberculin and laboratory examinations are 
recorded on special forms for each patient and employee. 


CoMMENTS AND CONCLUSIONS 


The results of our survey are in agreement with those published by the 
authors mentioned above. 

In Table XI the results obtained from our survey in Hospitals A and B of 
the Province of Quebec are compared with the average results obtained from 
surveys in twelve similar hospitals in the United States and in Ontario. 

An important fact is the high rate of clinical tuberculosis that was discovered 
among newly admitted patients, which from the beginning sets a limit to the 
possibility of lowering the high morbidity rate in such institutions. Moreover, 


TABLE XI 


PREVALENCE OF TUBERCULOSIS IN MENTAL HospPITALs AS REVEALED BY 
TUBERCULIN TESTING AND X-Ray SURVEY OF INMATES AND EMPLOYEES 
| 





Tuberculin Allergy X-Ray Findings 
eis | Number | Percent | N 
Mantoux | of ooo, | Per cent of Cases 
Tested Allergy y 
INMATES 
17,053 | 86-95 | 133,856 | 5-19.5 


12 Different Surveys in 
North American Continent 





EMPLOYEES 












































(Loc. cit.) | 
17,557 | 57-72 | 21,817 | 1.1-3.7 
Frappier, Guy, Painchaud, : / 
Desjardins, Landry and Samson | INMATES 
Hospital Group A 4,694 | 93.3 | 6,734 | 2.8(35 mm.) 
Hospital Group B 2990 | 96.3 | 2132 | 7.4(14" x 17") 
EMPLOYEES 
Hospital Group A 268 81.3 | 949 | 1.26 
Hospital Group B [238 | 96.2 | 203 | 3.4 
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our periodical tuberculin survey among patients and employees found at the 
beginning to be completely negative to all tuberculin tests shows the rapid spread 
of infection from the time of their admission or the beginning of their em- 
ployment. 

The necessity of periodical surveys in such hospitals, which is already in- 
dicated by the above findings, is still further emphasized by the fact that most 
of the patients who died af tuberculosis during a certain period of time were 
X-rayed for the first time only a few months before their death. 

The prevalence of infection and the clinical morbidity does not differ sig- 
nificantly between these hospitals. 

It is hoped that the measures of control and specific prevention now enforced 
in such institutions will reduce the incidence of clinical tuberculosis in the 
wards and among the employees to an appreciable extent, as seems to have been 
already achieved in other institutions of the same kind.® 

Authorities agree that mental hospitals may be considered important reservoirs 
of tuberculous infection. Discharged patients and the employees themselves, 
living outside the hospital, have long contributed to the spreading of the infection 
to the population from the hospital focus. 

Controlling tuberculosis in mental hospitals should, therefore, be considered 
an important part of the anti-tuberculosis program. 


SUM MARY 


1. A study of the prevalence of tuberculosis in two of the largest mental 
hospitals of the Province of Quebec is presented. Graphs and tables show the 
prevalence and the incidence of tuberculin positivity and the results of chest 
X-ray examinations among a total of about 7,000 patients and employees. 

2. The average rate of tuberculin allergy in patients was 95% and, in em- 
ployees, 88.7%. It was lower among female inmates than among males. The 
prevalence of active cases of tuberculosis was 5.1% in patients and 2.3% in 
employees. The tuberculin conversion rate was 40% for 10 months in patients. 

3. The prevalence of tuberculosis was found to be higher among resident 
patients than in patients at the time of admission. The rate of active tuberculosis 
was found to be practically equal in male and female patients, but significantly 
higher in female employees (the majority are nuns spending a long period 
of service in the same institution). 

4. The rate of active tuberculosis in patients at the time of admission was 
higher than that in the general population (4.9% vs + 0.4%). 

5. Among the employees (including nuns and nurses), the prevalence of 
tuberculosis increased with the length of the period of employment. 

6. Measures for the control and the prevention of tuberculosis, as now 
carried on in both these hospitals, are described, including BCG vaccination. 
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Leprosy in Canada 


C. P. BROWN M.A., M.B., D.P.H. 
Ottawa, Ontario 


HE readers of this Journal are familiar with the story of “leprosy”, a disease 
that has scourged the human race from the earliest recorded time. We see it 
built into the medieval cathedrals as the “‘leper-squints.” The oldest medical 
writings of India refer to the eating of the seeds of certain trees for its healing, 
trees which are still known as leper trees. They provide the chaulmoogra oil, 
which until recently was the foundation of most of the specific treatment. 
In Canada, public authority and medical skill have had the advantage of dealing 
with isolated foci, with the beginnings of the disease fairly definitely known and 
sufficiently circumscribed to eliminate reinfection from outside sources. 


Authority 


All cases of leprosy in Canada came under the control of the Dominion Govern- 
ment in 1906 by an “Act Concerning Leprosy.” This has been administered by 
the medical officers of the Quarantine Service, now included in the Department 
of National Health and Welfare. 


Problem 


Classified according to origin we have two groups, those who contract the 
disease in Canada and those who bring it with them from foreign countries. 
Classified according to their potential danger, there are also two groups, those 
of the ‘‘family” and those of the “individual” way of living. The spread of the 
disease among our people has been entirely from the intimate contact associated 
with family life. No known cases have developed from contact with the itinerant 
laborer type. 

Two special hospitals are maintained by the Dominion Government for the 
treatment of this disease. Their records show a total of 369 cases. There were 
other cases not treated in hospital but not likely exceeding in number those of 
whom a record has been kept. 


Distribution 


This can best be described from the records of the two special hospitals, at 
Tracadie, Gloucester County, New Brunswick, and at Bentinck Island in the 
Gulf of Georgia, twelve miles from Victoria, British Columbia. 


Tracadie, N.B.—From the first recorded case in 1815 until 1952 the records 
of this hospital show 318 cases, originating as follows: New Brunswick 290, 
Nova Scotia 4, Prince Edward Island 1, Quebec 5, Ontario 6, Manitoba 5, 


Until his retirement in 1949, Dr. Brown was Chief of the Division of Quarantine, Immigra- 
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Saskatchewan 6, and Bermuda 1. Two hundred and eighty-three are described 
as of French racial origin, 11 as English, 5 as Chinese, 5 as Russian, 4 as Irish, 
4 as Icelandic, 3 as Scottish, 1 as Negro, 1 as Maltese, and 1 as Assyrian. The 
disease was contracted in Canada as follows: in New Brunswick, French 281, 
Irish 4, English 3, Scottish 1; in Nova Scotia, English 3, Scottish 1; in 
Saskatchewan, Russian 1. Two native-born Canadians developed the disease while 
in the foreign mission field. As far as is known, the remainder of these patients 
brought the infection with them when first entering Canada. 

Bentinck Island, B.C.—From 1892, when the first cases were definitely diag- 
nosed, until 1952, 51 cases have been recorded. They originated as follows: 
sritish Columbia 46, Ontario 1, Saskatchewan 1, Alberta 1, and Quebec 1. 
Forty-seven were Chinese, 2 were Russian, and 2 were Canadians. One of the 
latter contracted the disease in the foreign mission field. The other was the son 
of one of the missionaries mentioned as patients at Tracadie. Whether he con- 
tracted the disease abroad or in Canada is not known. 

Cape Breton Island, N.S.—A foci among native-born in Cape Breton was in- 
vestigated by Fletcher in 1881 and reported by Rogers and Muir. It is also 
described in the Tracadie hospital records. The first known case was a woman 
who developed the disease at 52 years of age. Five of her children, two grand- 
children, and three others were infected. They were isolated in their homes and 
the disease did not spread. 


Origin 


There are two theories about the introduction of leprosy into New Brunswick. 
Tradition relates that leprous Norwegian sailors were given shelter by the family 
where the first known case occurred. The first patient, a woman, is stated to 
have developed the disease after washing their clothes. The other and probably 
the correct theory is that the disease was introduced by the earliest settlers. The 
paternal grandfather of this first case came from St. Malo, a leprous district in 
Normandy, France. The Acadians have been blamed for introducing leprosy 
into Louisiana when deported from Canada in 1775. This would indicate that 
the disease had previously existed among them in an unrecognized form. 

Leprosy is described as having been brought to Cape Breton from the New 
Hebrides by the earliest settlers. On the other hand, the first known case is 
traced to the Tracadie district of New Brunswick via Prince Edward Island. 

The Saskatchewan focus originated with a Russian woman who came to 
Canada about 1898. She died in 1909 of symptoms that were suggestive of 
leprosy. Seventeen and eighteen years later her daughter and her son were 
admitted to Tracadie as well-marked cases of leprosy. The daughter came from 
Russia with her mother; the son was born in Canada. Accepting their statement 
as to duration of symptoms, there must have been a latent period of 15 vears, 
as they had no known contact with the disease following the death of their 
mother. 

Two Canadian patients from Ontario were of English race. The father 
contracted the disease during his seventeen years as a missionary in India, 
where he had ministered to a leper colony. He then returned and bought a 
farm on which he supported his family for eleven years before he had to 
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enter Tracadie hospital. Only one child, a son, was infected but whether in India 
or not is unknown. 

The four Icelanders admitted from Manitoba to Tracadie were stated to have 
been immigrants. The fifth admission from Manitoba was a Canadian who had 
contracted the disease on the foreign mission field. 

The Canadian patient admitted to Bentinck Island from Alberta was also 
a foreign missionary. 

The following four cases illustrate the introduction of the disease by im- 
migrants. All were married, but fortunately their families did not become infected. 

Female, Russian, admitted to Tracadie in 1914 at 40 years of age; born in 
the Black Sea area of Russia, came to Canada in 1904; symptoms of 8 years’ 
duration; did not consult a doctor until one month before admission, of advanced 
cutaneous type; died after 10 years in the hospital; had two grown children. 

Male, Jewish race, admitted from Manitoba to Darcy Island in 1921, at age 
of 45 years; born at Odessa in Russia, came to Canada in 1905; symptoms for 
8 years, under medical care intermittently, had been treated for syphilis; on 
admission was an advanced mixed neural cutaneous type. His wife predeceased 
him, free of the disease. He died at Bentinck Island in 1928, having been non- 
infectious for some time. 

Male, Russian race, admitted from Saskatchewan to Bentinck Island in 1924, 
was 30 years of age; born in the Black Sea area of Russia, came to Canada 
in 1912; symptoms of 8 years’ duration ; under medical care intermittently, treated 
mainly for syphilis, neural type of the disease showing on admission extensive 
ulceration of throat and mouth, muscular atrophy and some anaesthesia; married 
with one child; released as disease arrested in 1932 and died later without 
relapse. 

Male, English race, admitted to Tracadie from Quebec province in 1930, aged 
38, born in South Africa, left there at 4 years of age; developed the first symptoms 
at 21 years of age while serving in the army; was hospitalized for a time but 
disease was not diagnosed until 13 years later, when he had well-marked, 
advanced cutaneous type; had a young family; was discharged as disease 
arrested in 1936 and left the country. 


Administration 


A lazaretto was first formally established by the government of New Brunswick 
in 1844, on Shelldrake Island in the Miramichi River in Northumberland County. 
Twenty cases were admitted during the first year. In 1849 they were transferred 
to Tracadie, to buildings erected especially for their care. These consisted of 
several wooden buildings surrounded by a twelve-foot-high stone wall with a 
row of spikes on top to prevent escape. 

In 1854 Dr. R. Gordon was the medical attendant. In 1861 Dr. James 
Nicholson was appointed attending physician by the New Brunswick govern- 
ment. He died in 1865 and Dr. A. C. Smith was appointed. Dr. Smith died 
on March 12, 1909, and was succeeded by Dr. J. A. Langis in April. He was 
superannuated in 1932 and was succeeded in the next year by Dr. W. T. Ryan. 
Following Dr. Ryan’s death, Dr. A. Robichaud was appointed in 1939 on a 
part-time basis. 
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The law with regard to the compulsory confinement of all such patients in 
the early days was very strict. The power to search for and commit suspected 
persons, as vested in the official committee or board of health, was most auto- 
cratic. Conditions in the lazaretto were too nearly akin to what constituted 
prison treatment to encourage voluntary incarceration. But on Dr. Nicholson’s 
appointment forcible segregation was discontinued, the wall was torn down, and 
voluntary entry was encouraged. 

In 1852 the original buildings were destroyed by fire. They were rebuilt in 
the following year. 

In 1868 several nursing sisters, known as Les Réligieuses l’Hotel-Dieu de 
Saint Joseph de Tracadie, went to the lazaretto from the Hotel-Dieu, Montreal. 
This Order has been in charge of the hospital since that time. The kindly ad- 
ministrations of medical officers and nursing sisters, together with the per- 
suasive efforts of the parish priests, induced the sufferers to enter the hospital. 
In 1880 there were 15 patients inside the hospital and 12 outside. In 1885 there 
were 21 inside and 4 outside. 

In 1880 the Dominion Government took over the Tracadie lazaretto and in 
1869 a new building was erected. This was a stone building, well equipped and 
with suitable quarters for the patients, the nursing and other staff, and some 
rooms for friends of the patients who might like to visit them. The sisterhood 
built an attached wing as an ordinary hospital for the sick of the neighborhood. 
A chapel was also included. This building was burned in 1943 and was replaced 
by the sisterhood with a modern fireproof hospital, with a special wing for 
the few leper patients remaining. The Dominion Government contributed to 
the cost of this wing and pays for the treatment of the leprosy patients on a 
per diem basis. 

Attention was first drawn to leprosy in British Columbia in 1882 by an 
attempt on the part of some Chinese at New Westminster to hang and burn 
one of their countrymen who was a leper. Dr. A. C. Smith came to Victoria 
from Tracadie in 1891 and confirmed the diagnosis of leprosy in five cases. 
These were removed to Darcy Island in the Gulf of Georgia in 1892. Darcy 
Island was placed at the disposal of the cities of Victoria and Vancouver by the 
provincial government for this purpose. 

Patients sent there were housed in wooden shacks, given food and visited 
occasionally by the medical health officer from Victoria. The medical officers 
protested and eventually the administration of the Island was taken over by 
the Government of British Columbia on January 1, 1904, and by the Dominion 
Government on July 11, 1906. Proper buildings were then erected and a resident 
caretaker and helper installed, all under the supervision of the medical officer 
in charge at the William Head Quarantine Station. The administration of this 
lazaretto has been under the control of the various quarantine medical officers 
ever since. Until 1917 all the patients were Chinese and were merely detained 
at Darcy Island until arrangements could be made for their repatriation. Since 
then there has been a resident trained nurse and specific medical treatment has 
been carried on. 

In 1923-24 a new lazaretto was erected on Bentinck Island. This consists 
of cottages with chemical toilets for the patients, residence for the attending 
staff, a small hospital, adequate storerooms, and a water supply. 
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Epidemiology 


In an outbreak such as that outlined in New Brunswick, with the movements 
of population known and with a minimum of outside contacts, a careful study 
can be and has been made. Quoting from a very able report made to the Dominion 
Government in 1885 by Dr. J. C. Tache, Professor in Laval University, and 
Dr. A. C. Smith, visiting physician to the hospital at Tracadie: 

The disease in New Brunswick has occurred among the ordinary working classes of 
varied means, none of the families in which it has been met being in affluence and none in 
misery, all being provided with the necessaries of life. The circumstances which favor the 
development of leprosy, in individuals and in groups of individuals, are the close intimacy 
of family life, and the great sociability of the people. The disease does not appear to me 
to be hereditary. I firmly believe that it is communicable from the diseased to the healthy. 
I do not think from what I have observed that proximity, no matter how close, nor mere 
touch, can convey the contagion. In my opinion there must be an adequate contact, mediate 


or immediate, of course, with an individual susceptible of contracting the malady, and at 


the same time so circumstanced as to be in a condition to receive it. 


The report describes a case which they consider illustrates both the time and 
the method of the infection of an individual. A young man helped carry the 
coffin of a deceased leper on his shoulder. Liquid matter, oozing from the coffin, 
was rubbed into an abrasion of his skin caused by the friction of the coffin. He 
developed symptoms of the disease within a year and died eleven years later. 
Another account states that as a friend he had often stayed with this household 
where the disease existed. 

Another patient was a woman who had the disease for over 47 years. She 
was born in 1813 and married in 1832. She was strong and healthy and the 
mother of two children when the disease developed in 1838. She continued her 
ordinary life and was nursing her fifth child when she was forced to enter the 
lazaretto in 1844. Her general health was good, although the disease had pro- 
gressed, mutilating her hands and feet. She was discharged in 1849 and returned 

her husband and had two more children in 1850 and 1854. She lived with 
her husband until his death in 1874, then with her son until 1880, when she 
reentered the lazaretto, where she was in 1885, then 72 years of age. With the 


+ 
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exception of her youngest daughter, who developed the disease at 9 years of 
age, neither her husband, the remainder of her children, her grandchildren nor 
her greatgrandchildren contracted the disease. 

The various medical officers have kept detailed family histories of which the 
following is an example. The first recorded case, Ursule, was one of nineteen 
children. Her mother, Mary; a first cousin on her mother’s side, Fidelle; 
cousins on her father’s side, Mary Rose and Julia; a granddaughter, Marie 
Julienne; her husband, Joseph; three sisters: Isabella, Frances, with three 
children (Morin, Stanislas, Bernard) and a daughter-in-law (Venerande) ; and 
Angelique, with a daughter (Marie Claire )—all these died of leprosy. 

Quoting again from Dr. Tache’s report: “The disease generally manifests 
itself after puberty, in grown-up adults and in middle-aged individuals; but it 
comes on at almost all ages; early infancy, however, seems to be entirely exempt 
from the malady.” Definite information is obtainable on several cases showing 
latent periods of 10, 15, 17, 18 and 25 years. This last was a man born in 1843, 
of a leper family, 20 of whom preceded him in the lazaretto, and the last of 
whom was removed when he was 60 years of age. Twenty-five years later, 
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then aged 85, he developed symptoms which after two months’ duration brought 
him voluntarily to the hospital. Three small areas on his forehead were positive 
for the Mycobacterium leprae. 

In conformity with experienced medical authorities throughout the world, 
Canadian medical opinion is that leprosy is a communicable disease although 
very slightly infectious, that it is not hereditary, that it is spread throughout 
the community by the movements of infected families or individuals, but that 
casual contact with these persons is not dangerous. 


Methods of Control 


Following the cessation of forcible segregation in New Brunswick about 
1861 and the introduction of humane administration under the medical officers 
and nursing sisters, voluntary segregation gradually became almost complete. 
Sources of infection were thus eliminated. The medical officers kept a close 
watch on known leper families. Dr. Langis has told the author how members of 
these families brought their children to him for medical examination. Similarly, 
they came to him before marriage and asked his opinion about any unusual 
physical ailment. 

This kindly supervision has been carried on throughout the years. A careful 
record of all known contacts has been kept at Ottawa, and annual medical 
examinations for a period of years made with the assistance of the provincial 
health authorities. These examinations have been confidential and unknown to 
the general public. The same effect was secured in Cape Breton by the strict 
isolation of the patients in their homes. 

Canadian law as existing since 1906 provides for compulsory treatment in 
the Dominion Government hospitals established for this purpose. But the Act 
is also permissive in effect. A patient may be treated at home or elsewhere 
under approved conditions. Up to the present it has been the experience of the 
Department that in no single instance has a family, a municipality or a Pro- 
vincial Health Department been willing to assume the onus and the cost of 
maintenance and treatment. On the other hand, once the patient has been 
admitted, treated and released as disease-arrested, there has been no refusal 
on the part of a municipal or provincial authority to receive the individual. 

Conditions under which release of a patient from hospital to residence in 
Canada is permitted are very strict. Two successive, semi-annual bacteriological 
examinations of smears plus similar monthly examinations for the following 
year must all be negative for the Mycobacterium leprae. These smears must 
include those taken from the nasal septum and from other areas where the disease 
existed. There must also be an entire absence of clinical signs of active disease. 
Following discharge, the individual must report for medical examination as 
directed at six-month intervals for three years. Following this, the intervals 
may be extended to two or three years for as long as is considered desirable. 
The Department has, when thought advisable, provided medical supervision and 
the specific medication recommended. 

This procedure may seem unduly severe but the Department knows from its 
experience that, even in that type of case ordinarily considered non-infectious, 
the smears when taken regularly will occasionally be positive. This may explain 
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histories such as that recounted above where the seventh child was infected 
although the mother was of the non-infectious type. 

The inexperience of inedical practitioners with this disease has resulted not 
infrequently in the loss of precious years while the basic condition progressed. 
Especially misleading is the fact that these patients frequently give positive 
Wassermann reactions. 

It should be noted that the disease has never appeared among the native 
Indian population, nor among the native-born of Oriental race who have lived 
continuously in Canada. 


Treatment and Results 


Canada has had too few of these patients in recent years to warrant research 
work, although careful attempts to cultivate the bacillus has been made. We 
have accepted the experience of the larger centres and used the most approved 
methods of treatment. Chaulmoogra oil was first used, then its derivatives and 
at present the sulphone drug “‘diasone.” Whether this last will live up to its 
reputation only time will tell. More reliance is placed on environment; that is, 
comfortable quarters, ample diet of adequate calories and rich in proteins, fats 
and vitamins. The patients are encouraged to keep themselves occupied with 
vegetable and flower gardens or other activities. Every effort is made to keep 
them as free as possible from worry and to maintain mental and physical stamina. 

At Tracadie there have been 21 admissions from 1916 to the present. Seven 
have died, 9 were released as the disease was arrested, and 5 are still in hospital. 
Patients have frequently become non-infectious but have been retained in hospital 
for humanitarian reasons. At Bentinck Island during the same period there have 
been 26 admissions. Twelve have died, 11 were discharged as disease-arrested, 
and 3 remain in hospital. Seven of those released were, at their own request, 
repatriated to their own countries. 


The information contained in this article was obtained from the Departmental records 
at Ottawa; “Four Centuries of Medical History in Canada,” published in 1928 by the 
late Dr. J. J. Heagerty; “Leprosy,” published in 1925 by Rogers and Muir; old city 
records at Victoria, B.C., looked up by Dr. R. Felton, formerly City Medical Health 
Officer; and the medical officers and records at the two hospitals described. 
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MEDICAL RESEARCH 


N 1911 Lloyd George included in the National Insurance Bill provision for the 

conduct of medical research in Great Britain by allocating for its support a 
small part of the payments made by insured persons. Thus was the Medical 
Research Council of Great Britain established, forty years ago. Before that time 
there was no government participation in medical research. Likewise, in Canada, 
funds were not provided in support of studies in universities and other institu- 
tions. When Dr. J. G. FitzGerald, who established the work of the Connaught 
Medical Research Laboratories, returned to the University of Toronto in 1912 to 
undertake research in diphtheria, no government or agency was prepared to give 
financial assistance, although the studies were designed to produce more effective 
means for the control of diphtheria and to give practical assistance through the 
preparation of diphtheria antitoxin for widespread distribution. It was hoped, at 
the same time, that it would be possible to support an expanding program of 
medical research through the distribution of this and other serums and vaccines. 
Although governments did not provide funds, there were, of course, occasional 
contributions from private individuals to medical colleges and hospitals. One of 
the most noteworthy gifts was that of the late Colonel Sir Albert Gooderham, 
who purchased a farm property and erected laboratory buildings, costing in all 
approximately one hundred thousand dollars, for the work of the Connaught 
Medical Research Laboratories in producing serums and vaccines. 

The experience of World War I emphasized the necessity for research in 
many fields. To meet the need, the National Research Council of Canada was 
established in 1916. Its important contributions and the great expansion of its 
activities, particularly in atomic research, are well known. The discovery and 
development of Insulin, by Banting, Best and Collip, directed the attention of the 
people of Canada to the importance of medical research. This gave an impetus 
to medical research, but the developments were limited, since little financial sup- 
port was available to universities for research programs. 

In 1939 an Associate Committee on Medical Research was established under 
the National Research Council, through the efforts of Sir Frederick Banting. This 
is now one of the Council’s most important divisions. Year by year, increasing 
support is being provided through the Council for work conducted in universities 
and institutions across Canada. 
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The need for medical research became more urgent following the outbreak of 
World War II. Through the National Research Council, assistance was provided 
for a greatly enlarged program in the universities of Canada. This resulted in 
advancing the knowledge of penicillin and other antibiotics, in providing the 
supplies of dried human blood serum required during the war, in investigations 
of cortisone and ACTH and the supplying of these products for research, as well 
as studies of cancer, arthritis and other chronic diseases. 

A most important development in Canada’s health and welfare program was 
the provision, in 1948, of the National Health Grants, one of which provides 
assistance for public health research. For the first year $100,000 was allocated 
for this purpose. This amount has been increased yearly and for 1952 $400,000 is 
available. Under the Public Health Research Grant sixty-five projects have been 
approved for the year 1952-53. The studies relate to epidemiology, public health 
engineering, the study of virus and hacteriological infections, medical genetics, 
and field studies of diabetes and other diseases. 

A comprehensive program of research is being undertaken under the Defence 
Research Board, under the chairmanship of Dr. Omond Solandt. The studies 
include many medical problems relating to the health of members of the armed 
services. In the Department of Veterans .\ffairs, clinical research is being con- 
ducted in all of the veterans hospitals. 

The establishment of the National Cancer Institute of Canada, in 1948, has 
afforded leadership in cancer research. Financial support for this research has 
been made available through the Canadian Cancer Society and the Provincial 
Governments. In 1951, $298,503 was provided for the support of seventy-four 
projects. The role of voluntary health agencies in the support of medical research 
is very important. The way in which the National Cancer Institute functions 
demonstrates the success of team-work which links the contributions of the public. 
made through the Canadian Cancer Society, and the participation of the Pro- 
vincial Departments of Health. The Canadian Society for Arthritis and Rheumat- 
ism, established a few years ago, is another voluntary agency whose program in- 
cludes the support of medical research. The contribution of non-government 
agencies, notably the Canadian Life Insurance Officers’ Association, in the sup- 
port of medical research merits special mention. For a number of years the 
Canadian Life Insurance Officers’ Association has supported investigations in 
poliomyelitis and other acute infections and has aided in studies of cardiovascular 
conditions. 

It is encouraging that endowments are being provided from private funds. The 
Atkinson Charitable Foundation, although not concerned primarily with medical 
research, is a notable recent example of this. The will of the late Mr. J. P. 
Bickell, of Toronto, established a fund for medical research, as part of his 
benefactions. 

The development of support for medical research presents an encouraging 
picture. Although the total amount of money now being made available is still 
very small in comparison with the tremendous cost of sickness and the great loss 
due to preventable deaths, a substantial start has been made. Research facilities 
have been improved in many universities and other centres, and much valuable 
work has been done. The results already achieved demonstrate the value of this 
support and indicate the need for the continued support of Canada’s expanding 
program of medical research. 
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REPORT OF THE EXECUTIVE COMMITTEE 
William Mosley, M.D., D.P.H. 


Honorary Secretary 

THE REPORT of the Executive Committee would appear to be the occasion 
for reviewing the progress of public health. In the April issue of the JourNaL 
tribute was paid to the memory of the late Dr. Charles A. Hodgetts, who was 
first president of the Association. Those of us who work in public health may 
be inclined to the view that progress is slow. Encouragement may be taken 
from the advances that have been made since Dr. Hodgetts’ early days, when 
diphtheria, typhoid fever and other communicable diseases were one of the 
chief concerns of health departments. Health conditions are vastly improved 
from those of 1890. Today there is a Federal Department of Health and there 
are departments of health in all the ten Provinces. Effective local health ser- 
vices are being provided by municipal departments of health and full-time 
health units. 

But much remains to be done. At least one-third of the population of Canada 
still lives in communities in which there is no full-time medical officer of health. 

Of fundamental importance to the progress of public health and the pro- 
vision of adequate health services for all parts of Canada is the trainng of 
personnel. Qualifications and standards, as well as universities and institutions 
to provide facilities for training, are essential. The Committee on Professional 
Education has the responsibility for establishing qualifications on behalf of the 
Association. During the past vear the Committee’s recommendations concern- 
ing the qualifications and training of sanitary inspectors, which were approved 
at the 1951 meeting in Montreal, have been implemented. The contribution 
which the Association has made in its program for the certification of sanitary 
inspectors has been significant, and the Executive Committee looks forw ard 
to the early provision of additional formal courses to supplement the courses 
of instruction now being offered in the University of Montreal and by the 
Department of Health and Public Welfare of Manitoba. In the interval since 
the last annual meeting, progress has been made in the preparation of state- 
ments of qualifications for the offices of public health nurse, public health 
dentist, public health veterinarian, and public health statistician. It is expected 
that reports concerning these personnel will be available for publication in the 
Journat during the coming months, as proposed reports. They will be open to 
criticism for a period of eight months, after which they will be revised to 


Reports presented at the fortieth annual meeting of the Canadian Public Health Associa- 
tion, held in the Fort Garry Hotel, Winnipeg, June 16-18, 1952. 
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include constructive suggestions received by the committee. They will then be 
brought forward for adoption by the Association at next year's annual meeting 
in Toronto. 

Among the urgent problems facing health departments is the obtaining of 
physicians with postgraduate training in public health, public health engineers, 
public health nurses, and public health dentists. The Association is continuing 
its program of recruitment. During the year the committee concerned with this 
problem published a revised edition of the booklet for physicians on “Public 
Health as a Career”, incorporating in it information about salaries and other 
matters not presented in the earlier editions. Copies have been supplied for 
distribution to members of the graduating classes and other years in the medical 
faculties of Canadian universities. 

Closely related to the availability of trained personnel is the matter of 
salaries. Through a survey conducted by the Association in 1951 and recom- 
mendations made by a committee and published last February, the subject has 
been brought to the attention of employing agencies throughout Canada. 
Because of the importance of this report on recommenied qualification re- 
quirements and minimum salaries for public health personnel in Canada, a 
special meeting of the Executive Committee was held in Toronto on October 
20 at which the report was fully considered and adopted. The recommenda- 
tions of minimum basic salaries for various grades and types of public health 
personnel have been helpful. It is encouraging that public health salaries have 
substantially improved in many areas. 

Excellent progress has been made during the past year in the formation of 
provincial health associations. The holding of the annual meeting of our 
national organization in various parts of Canada does not provide an oppor- 
tunity for those engaged in public health work in each of the provinces to 
meet each year to discuss problems and review progress. It is pleasing that the 
Manitoba Public Health Association will be organized and will hold its first 
session during this Winnipeg meeting. Meetings of four other branches will be 
held during the spring and fall: the Atlantic Public Health Association, serving 
members in Nova Scotia; la Société d’Hygiéne et de Médecine Préventive de la 
Province de Québec; the Ontario Public Health Association, and the Alberta 
Public Health Association. Steps are being taken for the formation of a New 
Brunswick-Prince Edward Island Association. Plans are being made also for 
a British Columbia Public Health Association. Thus health workers in all these 
provinces will have an opportunity to meet annually in their provincial health 
associations, which will be integral units of the Canadian Public Health 
Association. The annual national meeting will continue to bring together the 
leaders of the public health movement in all parts of Canada. 


The Association’s thirty-ninth annual meeting was held in Montreal May 
28-31, in conjunction with the annual meeting of the provincial branch, La 
Société d’Hygiéne et de Médecine Préventive de la Province de Québec, and 
under the presidency of Dr. G. D. W. Cameron, Deputy Minister of National 
Health. Six hundred and fifty members were registered. The local committee 
on arrangements, under the chairmanship of Dr. Ad. Groulx, provided a pro- 
gram of unusual interest and value. They are to be congratulated, too, on 
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the efficiency with which the meeting was conducted. The hospitality shown 
the delegates by the City of Montreal and the Provincial Ministry ot Health 
was most generous. 

The nineteenth annual Christmas meeting of the Laboratory Section was 
held in Toronto on December 16 and 17. There was an attendance of one 
hundred, representing most of the Provinces, the Federal laboratories, many of 
the universities, and three of the States. 

The Association suffered a great loss in the death, on August 14, 1951, of 
Dr. Gordon Park Jackson, president-elect. As medical officer of health ot the 
City of Toronto for the past twenty-two years he had given direction to the 
Department of Public Health through the difficult years of the financial de- 
pression and of World War II. He took an active part in the formation of the 
Ontario Public Health Association, assisting in establishing it as a branch ot 
the Canadian Public Health Association and serving as president for two vears. 

In the interval since the last annual meeting, the Association has lost several 
former officers who contributed much to the organization and to public heaith 
in Canada. Among them were Dr. Benjamin C. Keeping, for many years chiet 
health officer for the Province of Prince Edward Island; Dr. Andrew L. Mac- 
Nabb, principal of the Ontario Veterinary College at Guelph; Dr. A. J. Slack, 
former director of the Institute of Public Health in the University of Western 
Ontario; and Dr. Charles A. Hodgetts, first Dominion president of the Associ- 
ation, who died in London, Ontario, last April at the age of 92. 


At the meeting of the Executive Committee held on October 20th, Dr. R. D. 
Defries, Director of the School of Hygiene and Connaught Medical Research 
Laboratories, University of Toronto, and editor of the Canadian Journal of 
Public Health, was the unanimous choice of the members to succeed the late 
Dr. Jackson as president-elect. Dr. Defries reserved his decision, but subse- 
quently agreed to accept the nomination. 

In November the Executive Committee was privileged to welcome Dr. 
Fraser Brockington, Professor of Social Medicine at the University of Man- 
chester and for many years an outstanding contributor to the JournaL. Dr. 
Brockington was accompanied by his wife, who is also a physician, and ¢ 
representative group of public health workers in the Toronto area had the 
pleasure of meeting them at a luncheon which was arranged by the Association 
and the Schooi of Hygiene, University of Toronto. 

During the year Canada continued to be represented on the American Board 
of Preventive Medicine and Public Health Inc. by the Honorary Treasurer of 
the Association, Dr. J. H. Baillie. 

The Association is indebted to the School of Hygiene, University of Toronto, 
tor office space and other facilities. In a remarkable way the work of the 
Association has been carried forward by Mr. Randall, Mrs. Munro, and an 
office assistant. The operations of the Association have, therefore, been con- 
ducted at a cost which is substantially less than the amount which would be 
required if the organization was called upon to establish its work without the 
present staff and the facilities provided. It was recognized several years ago 
that it was essential to establish a reserve fund, and it is encouraging that 
during the few past years it has been possible to increase this amount sub- 
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stantially. Voluntary agencies and scientific societies alike have realized the 
importance of having reserve funds to meet emergencies and to permit also of 
temporarily extending the work when special needs arise. 


REPORT OF THE HONORARY TREASURER 
J. H. Baillie, M.D., D.P.H. 


THE APPENDED FINANCIAL STATEMENT for the vear ended December 
31, 1951, lists expenditures of $21,856.52 and revenue of $23,706.13. The excess 
of revenue over expenditures amounts to $1,849.61. This is $500 less than the 
surplus last year. 

As in the past, expenditures for the publication of the JourNaL are the major 
item. The charges for printing the twelve issues of Volume 42 were $9,914.55, 
while the postage and mailing costs were $801.51, a total of $10,716.06. This 
compares favourably with the total charges for the previous year, $10,903.00. 

By careful management it was possible to keep the costs under those of 1950, 
even though wage scales in the printing industry were increased during 1951 , 
and postage rates were higher. The total number of pages in the JouRNAL was 
the same in both years, and the number of copies printed was comparable. 

The net revenue from advertising, after deducting commissions to agencies, 
was $5,316.35, and the revenue from subscriptions and membership fees was 
$7,336.41. Thus, as in other years, the greater part of the revenue from adver- 
tising, subscriptions and membership fees was required for the printing and 
mailing of the JourNAL. It was not sufficient to cover any of the other expenses 
involved in the publication of the JourNat: salaries, office supplies, postage 
and telegraph, etc. 

The revenue from advertising in 1951, $5,316.35, was higher than in the 
previous } year, when it totalled $4,718.16. This is surprising in view of the 
fact that 1951 was the first year in which the Journat did not have the services 
of an advertising representative. It has always been difficult to increase the ' 
revenue from advertising, as makers and distributors of pharmaceuticals and 
medical supplies confine their advertising largely to medical journals. Many 
companies will not consider the JounNaL because its circulation contains non- 
medical members of the Association. 

For some years it has been clear that the income of the Association must be 
increased through its basic source of support: membership and subscriptions. 
During the past two years a national membership committee under the chair- 
manship of Dr. G. W. O. Moss, assistant director of the East York—Leaside 
Health Unit in Ontario, has been working on a campaign designed to interest 
the maximum number of public health workers in membership in the Associ- 
ation. In 1951-52 Dr. Moss has been concerned chiefly with planning and 
carrying out in Ontario a campaign that could be adapted for use in other 
provinces. Printed forms and mimeographed letters have been sent to pro- 
spective members. An attempt has been made to have directors of health units 
interest the members of their staff in becoming members of the Association. 
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Provincial associations are fundamental to the extension of membership, and 
the plan of increasing the membership through the provincially organized pub- 
lic health associations is sound. It is anticipated that as these organizations 
become established and their value for the individual health worker is 
demonstrated, there will be a greater interest in membership in the provincial 
branch and the national association. The fee of $2.00 charged for this joint 
membership is too small to provide adequately for the work of the Association. 
It was set at this figure in order that every public health worker in Canada 
might become a member. If the Association is to function effectively, it is 
essential that it have the full support of everyone in this field. 

The Executive Committee are most appreciative of the financial assistance 
given the Association by the Federal and the Provincial Governments. One of 
the most encouraging aspects of the Association's work in recent years has been 
the response of the Federal Department and the Provincial Departments of 
Health to the Association’s request for financial aid to cover activities which 
are, in reality, services to governments. These include the work of the Com- 
mittee on Professional Education in establishing qualifications and standards 
for public health personnel, the training of sanitary inspectors, the publication 
of a scientific journal which is essential to health workers in Canada, the 
recruitment program to assist health departments in meeting shortages of 
trained personnel, and the development of provincially organized public health 
associations through which health workers in each of the provinces may meet 
annually for the discussion of programs and problems. In addition, the Associ- 
ation’s annual meeting affords the opportunity for broad planning in public 
health. 

This policy of government grants in payment for services rendered was 
adopted at the 1946 meeting. At the present time approximately one-third of 
the operating revenue of the Association is derived from grants from the 
Department of National Health and Welfare and from the Provincial Depart- 
ments of Health. During 1951 grants totalling $7,500 were received from the 
Dominion of Canada ($5,000), the Province of Saskatchewan ($800, covering 
1950-51 and 1951-52), the Province of Manitoba ($400), the Province of New 
Brunswick ($600, 1950-51 and 1951-52), and the Province of Nova Scotia 
($300). In addition, the Province of Quebec made a grant of $1,000 for the 
expenses of the annual meeting, held in Montreal in May. 

It is interesting to note the parallel steps taken by the American Public 
Health Association during the past two years. State Departments of Health 
have been asked to consider recognizing the services of the Association, which 
include recruitment of personnel, vocational counseling and placement ser- 
vices, professional examination service, evaluation of health services, and 
salary studies. Thus assistance is being provided on the basis of the purchase 
of services rather than as grants. 

Annual meetings are always a cause of anxiety for the honorary treasurer 
and the other members of the Executive Committee. In view of rising printing 
costs for programs and other printing, hotel meeting rooms, meals, etc., it is 
difficult to avoid a deficit. The only sources of revenue available to the Associ- 
ation are registration fees and technical exhibits. The thirty-ninth annval 
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meeting, held in Montreal May 28-31, 1951, was unique in that for the first 
time in the Association’s history there was a substantial surplus. This was the 
result of wise planning by the local committee, under the effective leadership 
of Dr. Ad. Groulx, and generous grants from the City of Montreal and the 
Ministry of Health of Quebec. A comparison of the costs of the 1934 and 1952 
meetings, both held in Montreal, offers an interesting illustration of the rising 
costs ot meetings. In 1934 the revenue was $477.94 and the expenses $405. In 
1951 the revenue was $6,408.50 and the expenses $4,494.66. 


CANADIAN PUBLIC HEALTH ASSOCIATION 


BALANCE SHEET 
AS AT 3lst DECEMBER, 1951 





ASSETS 
Cash on Hand $ 50.00 
Cash in Bank—Current $2,576.25 
—Savings 7,000.00 9,576.25 
Accounts Receivable . $3,204.01 
Less: Reserve for Doubtful Accounts 35.00 3,169.01 
Deferred Billing 433.00 
Deposit with Postmaster 15.00 $13,243.26 
Investments ..... 5,000.00 
Canadian Journal of Public Health . $ 1,000.00 
Office Equipment $1,643.09 
Less: Reserve for Depreciation 1,207.29 435.80 1,435.80 
Prepaid Expenses 230.35 
$19,909.41 
LIABILITIES 
Accounts Payable witbsiospade ee elleeet tin Spam et ibid, $ 3,023.64 
Prepaid Subscriptions SN ca NN A ra agen 363.00 
Surplus 
Balance as at 3lst December, 1950 $14,693.36 
Add 
Excess of Revenue over Expenditure for 
the year (See Schedule A) 1,829.41 
Balance as at 3lst December, 1951 16,522.77 


$19,909.41 


Submitted with our report of this date attached. 
TORONTO, Ontario, 
22nd May, 1952 
Hii, Teskey & Co. 
Chartered Accountants. 
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CANADIAN PUBLIC HEALTH ASSOCIATION 


REVENUE ACCOUNT 


FOR THE YEAR ENDED DECEMBER 31, 1951 


SCHEDULE A 


EXPENDITURES 

Printing 
Postage on Magazines and Mailing Cost 
Honoraria 
Salaries 
Stationery and Office Supplies 
Postage, Telephone and Express 
Unemployment Insurance 
Miscellaneous Expense 
Provision for Depreciation—Office Equipment 
Discount Allowed and Bank Charges 
Outstanding Accounts Written Off 
Laboratory Section—Expenses 

Revenue 


Excess of Revenue over Expenditure for the year 
transferred to Surplus Account 


REVENUE 
Advertising 
Less: Commissions paid 


Subscriptions—less refund 
Ontario Public Health Association: 
Membership: —Revenue 
Expenses 
Grants in Payment for Services Rendered— 
Dominion of Canada 
Province of Saskatchewan 
Province of New Brunswick 
Province of Nova Scotia 
Province of British Columbia 
Province of Manitoba 
Certification of Sanitary Inspectors: 
Examinations—Revenue 
* Cost 
Correspondence Course—Revenue 
*Cost 
Manual for Sanitary Inspectors—Revenue 
Cost 
Reprints—Revenue 
Cost 
Premium on U.S. funds 
39th Annual Meeting, Montreal, May 28-31, 1951:—Revenue 
Expenses 
Ontario Public Health Association Meeting, Toronto, 
October 1-2, 1951—Revenue 
Expenses 


*Excluding salaries. 


$ 9,914.55 
801.51 
165.00 
8,004.95 
319.24 
573.31 
81.41 
641.52 
134.20 
210.95 
596.29 
$1,073.89 
647.10 426.79 


$21,856.52 

1,829.41 
$23,706.13 
$ 5,960.00 


643.65 $ 5, 


ut 
oo 
a _ 
> 
wo 
— Ul 


7,336.4 
416.96 
228.63 188.33 


$ 5,000.00 
$00.00 
600.00 
300.00 
400.00 
400.00 7,500.00 


$ 824.00 
504.33 319.67 

496,00 
167.78 $28.22 

“319.97 
124.00 190.97 

$ 921.04 
847.37 73.67 
74.66 


$ 6,408.50 
4,494.66 1,913.84 





$ 1,367.00 
902.99 464.01 


$23,706.13 
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REPORT OF THE EDITORIAL BOARD 


R. D. Defries, M.D., D.P.H., Editor 
J. T. Phair, M.B., D.P.H.. Associate Editor R. L. Randall, Assistant Editor 
| eB Baillie, M.D., D.P.H.; Gordon Bates, M.D.; A. E. Berry, M.A.Sc., C.E., Ph.D.; 
J. G. Cunningham, B.A., M.B., D.P.H.; C. E. Dolman, M.B., B.S., Ph.D., M.R.C.P.; 
I). T. Fraser, M.C., B.A., M.B., D.P.H., F.R.S.C.; Edna L. Moore, Reg.N.; E. W. 
McHenry, M.A., Ph.D.; G. D. Porter, M.B.; A. H. Sellers, B.A., M.D., D.P.H.; A. W. 


Thompson, C.S.L(C.); F. O. Wishart, M.A., M.D.. D.P.H.; J. Wyllie, M.A., Ch.B., B.Sc., 
D.P.H. 


A MEMBER OF THE ASSOCIATION who had occasion to gather information 
about the development of public health in Canada, and to relate it to the 
evolution of medical practice, was surprised to find that the official annual 
reports of provincial departments of health and the Federal department of 
health were entirely inadequate sources of essential data. For the years 
before 1910, when the Public Health Journal was established, there are 
practically no published papers, and the annual reports of the provincial de- 
partments are very limited. He found that the Canadian Public Health Journal 
and the Canadian Medical Association Journal were the media in which, year 
by year, the important developments have been recorded. What is also most 
valuable, one can obtain from these sources an idea of the relation of public 
health to the medical and welfare needs of Canada. In a very real sense, the 
Association has made a lasting contribution to medicine through the publica- 
tion of the Journal without interruption since 1910. Important reports, too 
extensive to be included in the Journal, have been published from time to 
time by provincial and federal authorities, but most of these are no longet 
available or even on record. One of the chief values of the Association’s pro- 
fessional journal is that it provides a permanent record of the development 
of public health in Canada. 

Your editorial board is very conscious of the limitations placed upon the 
Journal by its inadequate income. The Journal does not provide much news 
and has little in the way of current comment; in this it differs from other 
publications that reach the health department library, many of which are 
technical and trade publications. The Journal has always been a scientific 
publication and because of this it has found a permanent place in libraries 
throughout the world. 

It is obviously difficult to provide a journal of general interest to different 
groups whose major interest is in a special field. The editorial board believes, 
however, that the members in special. fields should turn to the Canadian 
Journal of Public Health for information about developments in public health 
in general. Although not directly connected with their present responsibilities, 
the subjects which it presents may well prove to be important to them. 

This explanation is offered in order that members may appreciate the 
essential purpose of the Journal. 

During the past year it has been necessary to restrict the length of articles 
and the extent of statistical material. There have been two reasons for this: 
to make possible the publication of a number of varied papers in each issue 
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and to avoid excessive printing charges. To facilitate the occasional publication 
of longer articles, the Journal is willing to add pages to an issue if the cost 
can be met from sources other than the revenue of the Journal. The publication 
of articles occupying more than ten pages is explained on this basis. For the 
twelve issues that constituted Volume 42, 1951, the printing charges were 
$9,914—$180 less than for the previous year, an achievement which was possible 
only by exercising the strictest economy. The revenue from subscriptions 
totalled $7,336, as against $7,345 in 1950. 

Reference was made in last year’s report to the view expressed from time 
to time by health departments that it is not necessary to have more than one 
or two copies in each health department; through the circulation of these 
copies, it is maintained, members of the staff have a chance to read the articles. 
The editorial board is strongly of the opinion that every public health worker 
in Canada should have a personal file of the Journal from year to year. To 
him the Journal should be something quite different from a current periodical; 
he should regard it as one of his working tools. If this could be generally 
appreciated and acted on, the added support from increased subscriptions 
would make possible a further development of the Journal. The only way in 
which it can be made more effective and serve the readers more adequately 
is for every member of the Association to become a subscriber. 

Reference has been made in the report of the Executive Committee to the 
visit to Canada of Dr. Fraser Brockington, Professor of Social Medicine at the 
University of Manchester. For the past five years Dr. Brockington has been a 
most generous contributor to the Journal. The Association is deeply indebted 
to him for his series of stimulating and informative articles reviewing the 
changes and developments in the public health services of Great Britain. 

It is pleasing to record that many expressions of appreciation of the 
Journal have been received during the past year. In addition to his 
responsibilities for the many activities of the Association, Mr. Robert L. 
Randall has maintained the standards of the Journal in regard to articles, 
format, and printing. The limitation on the length of articles has necessitated 
extensive editorial work and correspondence with authors. The Association 
is most fortunate to have the Journal’s work carried forward by Mr. Randall. 


REPORT OF THE COMMITTEE ON MEMBERSHIP 


G. W. O. Moss, M.D., D.P.H. 
Chairman 


DURING THE PAST YEAR, growth of the Association has continued, with 
emphasis being placed on the establishment of provincial branches. One 
membership fee, which varies in the different provinces, provides membership 
in both the provincial and the national body. Members who do not receive the 
Journal through their provincial department of health or other organization 
may subscribe for it. 

At present, provincial organizations are actively functioning in Alberta, 
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Ontario, Quebec, and Nova Scotia. A New Brunswick—Prince Edward Island 
Public Health Association is being organized, and Manitoba is holding its 
organizational and inaugural meeting during this Winnipeg convention. British 
Columbia is considering plans for a provincial public health association al- 
though it now has the Provincial Public Health Institute convened by the 
Department of Health and Welfare. 

Responsibility for recruitment in the provincial body rests with the executive 
of the provincial association. The services of the membership committee of the 
Canadian Public Health Association are available for promotion and publicity 
connected with the enrolment of members. 

With the national body meeting with the provincial organizations in turn, 
as well as helping to provide speakers and papers at other times, and with the 
strong local interest which should be evoked from professional personnel in the 
provincial group with its own annual gathering, public health workers in 
Canada will be firmly united from coast to coast. 


REPORT OF THE COMMITTEE ON HONORARY LIFE MEMBERSHIP 


M. R. Elliott, M.D., D.P.H., Chairman 
Wm. Mosley, M.D., D.P.H., Secretary 


THE COMMITTEE ON HONORARY LIFE MEMBERSHIP is privileged to 
add to the list of distinguished leaders in public health who have received 
honorary life membership in the Canadian Public Health Association the 
names of Malcolm Ross Bow, B.A., M.D., C.M., D.P.H., and Miss Elizabeth 
Anne Russell, Reg.N. 

Honorary life membership was introduced in 1934 so that the Association 
might, from time to time, express appreciation of distinguished service in 
public health and preventive medicine. In the intervening years honorary life 
membership has been conferred on twenty-seven persons: Dr. P. S. Campbell 
(1949); Miss Elizabeth L. Smellie (1946); Dr. George D. Porter, Dr. William 
Warwick (1942); Dr. E. W. Montgomery, the Hon. J. H. Uhrich (1940); 
Sir Arthur MacNalty, Dr. A. J. Douglas, Dr. John Knox McLeod, Dr. John J. 
Cameron (1939); Dr. Séraphim Boucher, Dr. Alphonse Lessard, Dr. H. E. 
Young (1938); Dr. John A. Ferrell, Dr. George F. Buchan, Dr. Helen Mac- 
Murchy (1937); Dr. Walter H. Brown, Dr. A J. Chesley, Dr. J. W. S. Me- 
Cullough, Mr. E. S. Macphail (1936); Dr. H. S. Cummings, Dr. W. H. Hill, 
Dr. M. Stuart Fraser (1935); Dr. Elzéar Pelletier, Dr. John A. Amyot, Dr. 
J. D. Pagé, Dr. Charles A. Hodgetts (1934). 

Dr. Bow was born at Vernon, Ontario. He is of Scottish descent and of 
United Empire Loyalist stock. He graduated from Queen’s University in Arts 
in 1908 and in Medicine in 1911, and received the Diploma in Public Health 
from the University of Toronto in 1921. He has been Deputy Minister of 
Health and Chairman of the Provincial Board of Health for the Province of 
Alberta since 1927. Before assuming this position, he served for one year 
(1911-12) as assistant provincial bacteriologist for Saskatchewan. He then 
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became the first full-time medical officer of health for the City of Regina, 
an office which he held for the next fifteen years. During the last six years he 
was also medical superintendent of the Regina General Hospital. This train- 
ing provided splendid experience for a deputy minister of health whose duties 
include the administration of public institutions. Under his direction public 
health activities in Alberta have gained international recognition. He has been 
associate professor of public health in the University of Alberta since 1930 
and vice-chairman of the University of Alberta Hospital Board since 1938. 

Dr. Bow is a member of numerous medical and other societies. He was vice- 
president of the State and Provincial Health Authorities of America in 1931; 
president of the Canadian Public Health Association in 1938; chairman of the 
Health Officers Section, American Public Health Association, 1942-43; chair- 
man of the Public Health Committee, Canadian Medical Association, 1941-43; 
and vice-president, American Public Health Association, 194445. 

Miss Elizabeth Anne Russell was born in York, England, of Irish parents. 
When she came to Canada in 1913 on a visit to her brother, she intended 
returning to England to train for a nurse, but decided instead to take her 
training in Canada. She entered the Winnipeg General Hospital as a student 
in September 1913 and graduated in 1916. 

At that time, plans were being made to send public health nurses into 
rural parts of Manitoba. Miss Russell became interested in this, and entered 
the King George Infectious Disease Hospital for a special course of training 
in communicable diseases. In February 1917 she was appointed staff nurse to 
the Manitoba Department of Health. This division of nurses was the first 
organized service of the kind on the North American continent. In 1919 Miss 
Russell was appointed superintendent of nurses and in 1927 she became 
director of public health nursing services, a position which she still holds. 

She has always maintained her interest in the various associations in the 
public health field. She has been a member of the Canadian Public Health 
Association since 1917, of the American Public Health Association since 1918, 
the Canadian Nurses Association since 1916, and the National Organization 
for Public Health Nursing since 1918. In the Canadian Public Health Associa- 
tion she has served both as chairman of the Public Health Nursing Section 
and as vice-president. Since 1941 Miss Russell has been chairman of the 
Manitoba Red Cross Nursing Committee. 

During her service as a public health nurse with the Department of Health 
and Public Welfare, Miss Russell has seen the nursing service grow from a staft 
of seven in 1917 to sixty-five at the present time. As director during the past 
twenty-five years she has been responsible for the recruitment and training 
of many public health nurses. 
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EMPLOYMENT SERVICE 


Advertisements regarding ‘ ‘positions available’? and “personnel available’ will be published in from one 
to three consecutive issues, depending upon the requirements of the agency or person concerned. They are 
limited to seventy words or less, with a confidential box number if desired. There is no charge for this 
service to members of the Association. Health agencies are charged a flat rate of $10.00 for the advertisements 
(up to four consecutive issues) and for the service. The rate for non-members is $5.00. The service includes 
confidential clearing of information between prospective employer and employee if desired. 


Public Health Nurses, City of Kingston: Due to recent annexation of additional 
area to the City, public health nurses are required for generalized program 
with the City of Kingston. Minimum salary $2,200, with allowance for experi- 
ence, annual increment of $100, cumulative sick leave. Pension plan and Blue 
Cross Hospital Plan are available if desired. Cars supplied for transportation 
while on duty. Apply to: Mr. T. J. McKibbin, Secretary of the Board of Health, 
City Hall, Kingston, Ontario. 3/ 


Wanted: By City of Toronto, Department of Public Health: Qualified public 
health nurses for a generalized public health nursing program. Salary $2,974 
with yearly increases to $3,391 per annum. Five-day week. Sick leave and 
pension plan benefits. Apply Department of Personnel, Room 320, City Hall, 
Toronto. 


Wanted by the City of Hamilton: Public Health Nurses. Must have Public 
Health Nursing Certificate. Salary range $47.00 to $53.00, plus cost-of-living 
bonus of $7.53. Starting salary commensurate with previous experience. Apply 
to Personnel Office, City Hall, Hamilton, Ontario. 


Wanted: Tuberculosis Control Division Clinician: Qualifications: Qualified 
medical doctor, with several years’ experience in tuberculosis work, pre- 
ferably two years’ experience as staff physician in sanatoria and two years’ 
experience interpreting chest x-ray films. Salary $496.00 — $558.00 per month, 
bonus included. Full Civil Service privileges—three weeks’ annual vacation 
with pay; generous sick leave credit; superannuation, and retiring allowance. 
Apply Civil Service Commission, P.O. Box 906, Fredezicton, New Brunswick. 


Wanted: Assistant Medical Officer of Health for the City of Ottawa. Salary 


range $5,520 to $6,480. Write to Dr. J. J. Day, M.O.H., City Hall, Ottawa, 
Ontario. 


Public Health Nurses: Applications will be received by the Local Board of 
Health, 2090 Wyandotte St. East, Windsor, Ontario, for two experienced public 
health nurses. Salary range, $2,740 to $3,220, with starting salary being based 
on experience. Positions carry pension, Blue Cross, medical and surgical care, 
sick leave and other privileges. 4/ 








Public Health Nurses for generalized program. Minimum salary $2,400, with 
allowance for previous experience, and annual increments of $120. Cumulative 
sick leave plan. Pension plan and Blue Cross plan available. Interest-free loans 
available for purchasing car if necessary. Liberal transportation allowance and 
holidays. Apply to A. E. Thoms, M.D., Director, Leeds and Grenville Health 
Unit, Victoria Building, Brockville, Ontario. 


Wanted, commencing September 1, 1952, , four Public Health Nurses to increase 

our staff to 14. Semi-urban community, "population 85,000. Salary adjusted to 
qualifications, pension plan, 35-hour week, 4 weeks’ paid holidays, group insur- 
ance, Blue Cross plan, cumulative sick leave. liberal automobile allowance. 
Apply to Dr. Carl E. Hill, Medical Officer of Health, Township of North York, 
5248 Yonge Street, Willowdale, Ontario, before June 30, 1952. 





